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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Adams, Z. B.: The Treatment of Congenital Dis- 
location of the Hip as Practiced by Professor 
Denuce at Bordeaux, France. J. Bone & Joint 
Surg., 1922, XX, 523. 

Stimulated, no doubt, by the rather surprising 
report on the results in congenital dislocation of the 
hip of the committee of the American Orthopedic 
Association, the author made a trip to Bordeaux to 
study the methods which give a higher percentage 
of perfect results than are obtained in America. 

He found that during the past seven or eight vears 
Denuce has reduced over goo luxations or subluxa- 
tions of the hip with but few failures. The method 
employed is similar insofar as the technique of reduc- 
tion is concerned to that used by Ridlon and many 
other American surgeons, with the addition of man- 
ual stretching of the adductors. The after-treat- 
ment is vastly different from American methods. 

Stretching of the adductors is first done by strok- 
ing with the palm of the hand without force until the 
thigh will lie on the table at right angles to the trunk, 
the patient being in dorsal decubitus. The thigh is 
then flexed strongly and pressed down on the abdo- 
men, the knee pointing toward the opposite axilla. 
Pressure is then made in the longitudinal axis of the 
thigh, the operator’s other hand pushing the muscles 
up around the head and neck of femur posteriorly. 
The knee is cartied across the body to its own side, 
then downward to the surface of the table, and then 
abducted, the fingers behind the head being held 
firmly in place and lifting. The circumduction is 
slowly continued until the thigh is brought to a right 
angle with the body and lying on the surface of the 
table, the assistant holding down the opposite side 
of the pelvis by a hand over the crest and anterior 
spine. The head is felt to come slowly forward and 
lodge in the acetabulum. Usually the hip is put up 
at a flexion angle of 90 degrees and an abduction 
angle of 90 degrees. Hips which seem very unstable 
are put at a flexion angle of 70 and an abduction 


angle of 90 degrees. If the hip cannot be reduced a 
the first trial it is put up in traction for three week 
before the operation is repeated. 

Following the reduction the child is kept recum- 
bent on a firm, flat, padded table for three months, 
at the end of which time, if the head of the femur is 
felt forward in the groin, the cast is cut off above the 
knee. In six months the entire cast is bivalved, the 
anterior half discarded, and the child bandaged into 
the posterior half. Each day hot sand in a cloth pad 
is applied at the knee and over the front of the hip 
for one hour, the patient lying in the plaster. After 
this heating, the child is coached to move its legs, to 
lift the femur forward, to straighten the knee, and to 
rock the lower leg. General heliotherapy is also 
given. At the end of two or three weeks, the poste- 
rior plaster is removed, the child then lying on the 
top of the firmly padded table. 

After the cast is entirely discarded exercises are 
given twice a day in half-hour periods. No passive 
motion is used, but active motion in all directions is 
encouraged. After three or four weeks of exercises, 
baths in a strong salt solution are begun. The solu- 
tion is so strong that the child bobs up and down in 
the water, its feet never touching the bottom of the 
tank; its temperature is about 70 degrees F. These 
baths are given in thirty-minute periods daily for 
about a month, and then every other day for two 
months. Then, after an interval of a month, the 
latter course of baths is repeated. The exercises and 
heliotherapy are continued all of this time. 

No weight-bearing is permitted until the ossifica- 
tion center in the head of the femur is seen to be in- 
creasing in size, which is usually three to five months 
after the removal of the cast. Exercises, local heat, 
and baths are continued for many months. 

All of the patients were under 7 years of age: four 
were between 6 and 61% years, one was 514 years, 
and the others were between 1 and 4 years. The 
results were: perfect function in nineteen cases, and 
good function, but slight laxity or limitation of 
abduction in five cases. Wiiuiam A. Clark, M.D. 
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SURGICAL INSTRUMENTS AND APPARATUS 


Tréves, A.: New Apparatus for the Treatment of 
Congenital Luxation of the Hip (Nouvel appareil 
pour le traitement de la luxation congénitale de 
la hanche). Rev. d’orthop., 1922, 3 Ss. ix, 373. 


Tréves refers to the method of Le Damany in 
the treatment of congenital luxation of the hip 
which consists of three months of plastic immo- 
bilization in the Lorenz position followed by the 
application of an articulated metal apparatus for 
a period varying from three to six months. The 
metal apparatus is fixed to a plaster belt but the 
knee is left free and extensive flexion movements of 


SURGERY OF THE 
HEAD 


Della Torre, P. L.: Nine Cases of Early Traumatic 
Epilepsy Due to Cranial War Wounds (Anno- 
tazioni sopra 9 casi di epilessia traumatica precoce 
in feriti cranici di guerra). Arch. ital. di chir., 
1922, V, 349- 

In 100 cases of cranial war wounds observed 
during 1915-1916 epilepsy developed in nine. The 
100 cases included sixteen with epicranial lesions 
including the periosteum; thirty-two extra-thecal 
cranial lesions; twenty-seven fractures of the 
cranial theca with sinking and dislocation of bone 
fragments but without solution of continuity of the 
cerebral substance (in twenty-two of these the bone 
spicula had lacerated the dura mater); eight cases 
of extradural hematoma; five cases of subdural 
localized haematoma; three cases of subdural 
serous cysts; and two cases of walled off extradural 
and subdural hematoma. 

The following complications were observed: 
localized fibrous pachymeningitis in four cases; 
extradural abscess in two; extra and subdural 
abscess in one; and fracture of the cranial theca 
with lacerations of the cerebral substance in twenty- 
five. If the epicranial lesions and those outside the 
cranial theca are excluded, there were nine cases of 
early epilepsy in fifty-two cranial and _ cranio- 
encephalic wounds, an incidence of 17+ per cent. 
In six of these nine cases the central convolutions 
were clearly involved by the injury or by its con- 
sequences. Six were cases of Jacksonian epilepsy 
and two of the generalized type, while one was of 
the sensitive-sensorial type. The other forty-one 
cases included thirteen cases in which the central 
convolutions were directly injured but there were 
no signs of epilepsy. Of nineteen cases of intra- 
cranial lesions in the Rolandic zone about one-third 
showed early epilepsy. These were all cases of 
persons who, up to the time of the injury, had 
been entirely normal. 

All the cases in which the cranial and encephalic 
lesions were situated about the central convolutions 
or not far from them the author treated by craniec- 
tomy and careful removal as far as possible of all 
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the hip are allowed while extension and adduction 
are prevented. Le Damany allowed children to walk 
with this apparatus. 

Tréves suggests certain modifications in the ap 
paratus. For better fixation of the square metallic 
plate he places it between the several folds of the 
abdominal plaster cast, thus securing a firmer grip 
for the metallic rod fixed to the plate which keeps 
the thigh in the necessary position of abduction. 
The knee is not allowed free play, being strapped 
and fixed by a band to the metal plate fixed in the 
abdominal cast: The apparatus can be used for 
unilateral or bilateral luxations of the hip. 

W. A. BRENNAN 


HEAD AND NECK 


causes which were judged to be responsible for the 
epilepsy. He abstained from excising the meninges 
when they appeared altered by the traumatism alone 
if there was no evidence of progression toward def 
inite epilepsy. 

These nine patients have been followed for four 
or five years. Seven are cured, one has become 
worse since the operation, the epilepsy having soon 
recurred in a more severe form, and the another has 
generalized epilepsy but the attacks are lighter and 
less frequent than before. 

The author admits that a cure cannot be claimed 
definitely even after a five-year interval. The 
good results were due in these cases to the early 
operation and the fact that the patients were young 
and without neuropathic taint. |W. A. BRENNAN. 


Rawling, L. B.: Remote Effects of Gunshot Wounds 
of the Head. Brit. J. Surg., 1922, x, 93. 

This article is based on 1,000 cases. Replies were 
received from 452 of the patients to whom a ques- 
tionnaire regarding their present condition, work 
ing capacity, etc., was sent. 

Rawling believes that although headaches are so 
frequently the outstanding feature of a gunshot 
wound of the head, they are merely part of a more 
general state. In the syndrome he includes the 
following conditions: (1) headache; (2) giddiness: 
(3) insomnia; (4) mental anxiety, depression, irri 
tability of temper; (5) a general tremulous condi- 
tion, shaking of the hands, and an uncertain gait; (6) 
slight exaggeration of the knee jerks with spurious 
ankle clonus; and (7) fits (fainting, epileptiform, 
and epileptic). In many of these cases the symp 
toms art associated with, and dependent on, a gen- 
eralized condition of cerebral cedema. At any rate 
it can be proved that in most cases there is a great 
excess of cerebrospinal fluid, and the removal and 
drainage of this excess almost instantaneously 
relieves all of the symptoms. 

The general lines along which treatment can be 
conducted in the milder cases are discussed. In the 
more severe cases all palliative measures should be 
tried before decompression is done. In general, 




















Rawling is opposed to lumbar puncture as a thera- 
peutic measure in these cases. 

Forty cases of decompression, with details as to 
the operation, the choice of anesthetic, the after- 
treatment, the end-results, and the choice of cases, 
are tabulated. While admitting his lack of expe- 
rience in bone-grafting in the skull, the author states 
that to close or protect the gap left by operation he 
prefers celluloid plates. E. C. RopitsHex, M.D. 


Holmes, G.: Clinical Symptoms of Cerebellar 
Disease _ and Their Interpretation. Lancet, 
1922, CCiii, 59. 

This article deals with disturbances in complex 
actions in alternate movements. Holmes explains 
Babinski’s theory of adiadokocinesis. Graphic rec- 
ords are of great importance as by means of them 
elementary abnormalities can be recognized. 

The most convenient test is rapid pronation and 
supination of the arm at the elbow. 

In unilateral lesions the rapid pronation and 
supination excursions are regular in rate and range. 
Segments not concerned in the act are adequately 
fixed at their proximal articulations, thus main- 
taining proper postural relations to the moving 
forearm. On the affected side primary movements 
are irregular in rate and range, there are various 
accessory movements in the segments of the limb 
proximal and distal to the moving part, and the 
movement is often half or a third that of the normal 
limb. The slowness, however, is not constant. 
At first the rate is near normal but it gradually 
decreases until the subject is unable to continue it. 
Pronation and supination may be separated by 
constantly varying intervals. An abrupt arrest 
of the limb may occur at the end of excursion. 
Slowness results in delay at the turn more fre- 
quently than at the beginning of movement. 
Movement is irregular in range; some or all of it 
may be excessive and it may be arrested before it 
reaches its natural limit. The irregularity becomes 
more noticeable when the limb tires. Action is more 
inaccurate and less complete when both limbs are 
moved simultaneously. This is due partially to 
insufficient attention to the affected limb and par- 
tially to lack of synchronism when different acts 
are attempted with the two limbs. 

In cerebellar lesions inappropriate accessory 
movements are sometimes conspicuous. For ex- 
ample, the elbow may sway if it is not supported, 
this being due to displacement of the shoulder. 
The fingers are held inert. The wrist is displaced 
ulnarward and there is flexion of the ulnar fingers 
when the forearm is supinated. These adven- 
titious movements are due to the toneless state of 
the muscles and influence the regularity of actions 
attempted because their execution depends upon 
fixation of the arm or forearm. Range irregularity 
is striking because of the larger scale of the move- 
ments. Sometimes the forearm is flexed until it is 
checked by the ligaments of the elbow joint. Distal 
segments often flop inertly, the wrist flexes as the 








GENERAL SURGERY—SURGERY OF THE HEAD AND NECK 331 


hand approaches the shoulder and extends when the 
hand is pulled away. The elbow is jerked upward, 
and wabbles if it is not supported. 

When the fingers are flexed and extended they 
fall out of alinement, failing to flex and extend simul- 
taneously. Spreading often occurs, causing weird 
attitudes. Often the thumb is abducted over or 
under the fingers. In cases of cerebellar disturb- 
ances synergic disturbances are present. On the 
affected side both the fingers and the hand are 
flexed by the long flexors of the fingers. The wrist 
and fingers do not move synchronously because the 
synergic extension fails. 

In attempting flexion and extension of the foot 
at the ankle of the affected extremity, irregularity 
in the time rate and range will be noted. When 
the subject is in the recumbent position the normal 
synergic movements of the ankle are excessive or 
absent on the affected side. If the subject is placed 
on a high stool with his legs hanging down, the foot 
of the affected side sways if flexion and extension at 
the ankle are attempted. In flexing and extending 
the toes of the normal foot, the foot is fixed at ankle. 
Attempts to make the same movements with the 
affected foot cause the Jatter to flex and extend or 
to turn in and out. Rapid tapping of the table will 
cause the hand to slide along before it rises again. 
Tapping the foot on the floor will cause the foot to 
sway before it reaches the floor. 

Lack of tone will not wholly explain the failure 
in synergic association. Dissociation in time and 
the force of contraction of separate groups of muscles 
must be a factor. This is due probably to the 
relatively greater time necessary to initiate con- 
tractions in one group than in another. Confusion 
during alternate movements is due to disturbance 
in these elementary factors. Alternate movements 
are controlled by subconscious effort. If this control 
is affected it is replaced by conscious effort. The 
erroneous though purposive actions developed 
through forced action may be due to subconscious 
effort to escape when both muscle and attention 
are becoming exhausted. 

A person with a unilateral cerebellar lesion 
stands with the trunk and head inclined toward 
the affected side and the spine concave in this 
direction. The pelvis is tilted so that the weight is 
thrown on the normal foot. The homolateral 
shoulder is usually in front because the body is 
rotated on its long axis toward the affected side. 
The face is rotated toward the unaffected side. 
When the lesion is recent and severe the subject 
may be forced to support himself. Whether sup- 
ported or unsupported he can be easily pushed to- 
ward the affected side by gently tapping his shoul- 
der, but forceful efforts to restore his balance are 
resisted. This instability can be explained on the 
basis of a disturbance of function of the trunk mus- 
cles. In standing the homolateral leg is abducted 
and rotated outward. The whole body sways, and the 
head is tremulous. Twitching may be observed 
in the muscles of the legs. 
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Falling is due partially to the affected leg which 
has a tendency to give way. Difficulty is experienced 
in standing on the affected leg perhaps because of 
failure of the extensor muscles of the knee on the 
affected side. When the subject is barefooted the un- 
steadiness is increased; the toes do not grasp the floor 
as they do normally when the balance is threatened. 
Readjustment of balance when displacement of any 
part of the body occurs is never immediate or cor- 
rect. 

In cases of unilateral cerebellar lesions the homo- 
lateral leg movements are characteristic. The foot 
is raised too high; consequently it falls to the floor 
inertly, is placed with too much force, or is dragged 
forward or the toes touch the floor. Usually the 
foot is placed in moderate abduction, but often 
placed in advance of the normal foot so that the 
subject trips over it and falls toward the normal 
side. In other cases the entire foot may be placed 
flat or placement of the toes may be delayed. In 
advancing, the foot flops inertly or the limb may be 
rigidly extended with the foot dorsiflexed. The 
step may be too long or too short. 

The patient usually reels, lurches, or stumbles 
toward the affected side and tends to deviate in his 
direction. With his eyes closed he wanders at a 
considerable angle from the objective point. Bal- 
ance is maintained better in rapid movement than 
in slow movement and is greatly disturbed by sud- 
den turns because of difficulty in controlling the 
inertia of the body through proper movement. 
Rising and sitting down tend to disturb the equilib- 
rium. Irregularity of the ground tends to increase 
unsteadiness because the subject is unable to adjust 
the affected foot. In ascending a plane the foot is 
elevated excessively or the toe strikes the rise of the 
next step. In descending, one foot at a time is used. 

The homolateral arm hangs inertly at the side or 
is held against the thorax or abducted with the 
elbow flexed. 

In cases of bilateral lesions, especially of the ver- 
mis, maintenance of equilibrium is more difficult. 
The subject stands with his feet apart, his body 
sways from side to side, and he generally crouches 
forward. He may fallin any direction. In cases of 
vermis lesions there is a tendency to totter forward 
or backward for a step or two and then to fall 
without making any attempt to gain equilibrium. 
‘In walking, the subject staggers, sways and reels 
in all directions. The leg movements are similar to 
those in cases of unilateral lesions except that they 
are more hurried because of fear to place weight on 
either foot. Falling is due to misplacement of the 
foot or failure to adjust the weight of the body to an 
unnatural position. 

The instability in standing and walking and the ten- 
dency to fall are attributed to errors in moving and 
placing the affected legs, instability of the leg causing 
it to flex under the subject’s weight, and failure of 
proper adjustment of the center of gravity to the 
base on which the subject rests or the line on which 
he moves. 
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Only extensive lesions of the cerebellum, especially 
those involving the vermis, cause speech disturb- 
ances. In these cases speech is slow, drawling, and 
monotonous and syllables are uttered in a slurred, 
jerky and explosive manner. The voice is too loud 
or not properly modulated. In cases of sever 
bilateral lesions speech may be temporarily unin 
telligible. In cases of unilateral lesions of the cere 
bellum improvement is usually rapid but in cases o/ 
bilateral lesions it is slower and speech may never 
be perfect. 

Abnormalities in speech can be explained on the 
basis of a lack of association between the move 
ment necessary for normal speech. 

A few cases of severe cerebellar injury do not 
present disturbances in ocular movements. Most 
ocular movements are transient unless disease is 
progressive, then it is indefinite, particularly the 
nystagmoid symptoms. During rest, the eyes are 
directed slightly toward the contralateral side and 
there is never any loss of power of movement to the 
affected side. Relative weakness of deviation 
toward the affected side disappears rapidly. Ver- 
tical movements and convergence are not affected 
by unilateral lesions but in cases of bilateral lesions 
their execution is less easy than normal. 

Nystagmus is a common symptom in cerebellar 
lesions. It is most marked immediately after the 
development of a severe lesion. In slight cases it 
disappears quickly. Any movement from the center 
or normal side usually causes nystagmoid jerks. 
It is more pronounced when the eyes are moved 
laterally toward the side of the lesion. Oscillations 
are slow and of relatively greater range as accurate 
fixation is maintained. They cease or become 
irregular and intermittent when the eyes are devi- 
ated toward the normal side. 

In cases of cerebellar lesions the nystagmus is 
essentially a fixation nystagmus, being elicited only 
or pronounced when the eyes are fixed on some 
point. Nystagmus is more symmetrical in bilateral 
injuries of the cerebellum. Vertical nystagmus oc- 
curs more commonly in cases of vermis lesions 
though it may develop when the injury is limited to 
the cerebellum. 

The frequency of nystagmus in all cerebellar 
diseases proves that it is due to lesions of the cere- 
bellum rather than to lesions of neighboring struc- 
tures. It can be attributed to disturbances of tonic 
contractions of the ocular muscles which maintain 
position. Each half of the cerebellum must be con- 
cerned in maintaining all the positions of the eyes 
The influence is greater when the eyes are deviated 
toward the same side. The cerebellum is concerned 
in vertical postures of the eyes, though this function 
may belong to vermis. 

Nystagmus can be explained as due to deficiency 
in the tone of the muscles which should maintain 
the eyes in the position to which they are brought 
voluntarily. The cerebellum is concerned with the 
regulation and control of this postural tone. 

S. J. Harsrecut, M.D. 






























Macewen, W.: Brain Surgery. Lancet, 1922, cciii, 213. 


After reviewing the evolution of our present 
knowledge regarding the function of the brain, the 
author discusses the localization of brain lesions by 
means of motor and sensory tests, and the relation 
also of other symptoms to the area involved. He 
mentions a case of word-deafness and psychic blind- 
ness in which recovery followed the removal of a 
lesion in the posterior area of the upper temporal 
convolutions with extension to the angular gyrus. 

Lesions of the silent areas may be diagnosed after 
their extension into neighboring localities. Through 
upward pressure lesions over the temporo-sphenoidal 
lobe cause the following signs in the following order: 
(1) passivity over the face on the side opposite the 
lesion, which becomes a definite paresis or even 
paralysis as the lesion extends; (2) reduction of the 
power of emotional expression; (3) patency of the eye- 
lids during sleep; (4) paresis or paralysis of the arm 
on the opposite side; (5) early dilation of the pupil 
on the same side; (6) ptosis; and (7) impairment of 
accommodation to light and distance and fixation 
of the pupil. 

The types of tumor vary from the simple, easily 
removed subdural meningeal fibroid to sarcoma of 
the meninges and glioma of the brain which are very 
difficult to eradicate. The size of the tumor is not an 
indication for or against removal; the larger as well 
as the smaller ones should be operated on in order to 
prevent cranial compression. 

Tumors of the hypophysis usually cause the symp- 
toms of acromegaly and alterations of sight and 
smell. Operation can be done through the fronto- 
temporal route. In one case the author removed 
five polypoid tumors originating from the mem- 
branous covering of the pituitary. 

Leptomeningitis. the most dangerous complica- 
tion of brain abscess, follows the subdural spaces of 
the arachnoid. The arachnoid should be thought of 
as composed of loose connective tissue in which 
blood vessels are suspended on the surface of the 
brain. If fluid or pus separate this layer they may 
extend throughout the entire space and cause pres- 
sure on the basal parts, causing death. Thus death 
is hastened by gravity when the patient lies on his 
back. 

In opening the skull the author seldom uses the 
trephine. If a vessel is injured, the dura should be 
quickly opened to prevent pressure from the result- 
ing hemorrhage. The vessels are extremely delicate 
and should be spared if possible as anemia of even a 
minute area of the brain may lead to degeneration 
and perversion or destruction of function. 

Pyogenic infection travels rapidly along the pia, 
and thus involves the whole cortex. In opening an 
abscess in the brain the original path of an infection 
should be followed because the rest of the brain has 
been walled off. Cerebral abscesses are not always 
pyemic and are therefore amenable to treatment. 

When removing the osseous covering to approach 
an abscess care must be taken to prevent rude vibra- 
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tions which may cause the infected spicules of bone 
to penetrate the membranes and thus spread the 
infection. Therefore the gently vibrating burr should 
be used and the osteotome and mallet or trephine 
avoided. 

Adhesions are the cause of much postoperative 
trouble such as headache and vertigo. Normally 
the brain floats freely in its fluid-filled cavity. For 
the prevention of adhesions the author has used 
small pieces of arachnoid; part of the omentum, 
which was satisfactory; blood clot, which allows 
healing of the wound in the brain before it is ab- 
sorbed; and gold-foil. The latter occasionally causes 
irritation. He covers the aperture in the skull by 
reimplantation of bone. 

Tubercles of the brain are not always meningeal 
and are not always fatal. If single or within the 
brain substance they can be removed. Often their 
removal relieves the epilepsy and prevents their 
dissemination. 

The occurrence of neoplasms in the cerebellum 
causes characteristic symptoms, not only those of 
the respiratory and cardiac centers but those due to 
pressure on the cerebrum, pain, headache, and 
vomiting, dyspnoea, and slow pulse. Relief is 
afforded by removing the bony covering and open- 
ing the dura. The pressure may extend over the 
whole cerebellar fossa, even into the posterior part 
of the foramen magnum. Early diagnosis is impor- 
tant. The condition is suggested first by symptoms 
of cerebral pressure. In children formerly bright 
such signs as carelessness, negligence, listlessness, 
dullness, and apathy are suggestive. The differen- 
tial percussion note reveals distension of the 
ventricles. 

An abscess in the cerebellum is difficult to diag- 
nose early. If it is due to extension from the middle 
ear, the location of the infected tract in the vicinity 
of the bend of the sigmoid sinus is so constant that 
it indicates the point of access to the pus. 

The author cites a case in which, after the most 
severe symptoms, unconsciousness, and respiratory 
failure had resulted, the removal of about 2 oz. of 
pus from the cerebellum was followed by a rapid and 
complete recovery. Marcus H. Hopart, M.D. 


Blair, V. P.: Reconstruction Surgery of the Face. 
Surg., Gynec. & Obst., 1922, xxxiv, 701. 

In reconstructive surgery of the face a detailed 
plan of procedure is of great importance. 

The author draws attention particularly to the 
value of facial balance in the plan for the correction 
of facial deformity because preservation of this 
balance will often cover a technical defect. 

He describes in detail the treatment of fourteen 
cases in the army in which the defect was due to a 
shell wound. This work was carried on with the 
cooperation of artists, sculptors, and photographers. 
A schematic drawing was made of each case and 
the end-result was obtained by numerous steps 
such as the excision of scars, the mobilization of 
flaps, and fascial, muscle, and bone transplants. 
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Attention is directed to the value of inserting rubber 
dam drains in small pockets under the flaps; to the 
fact that the free bleeding which may follow the 
excision of scars can be controlled best by ligation 
of the external carotid artery; and to the importance 
of avoiding tension on the flaps and sutures. Skin 
when turned into the mouth may continue to grow 
hair but the hair may be removed by the use of 
radium. The injection of cold paraffin is not fol- 
lowed by untoward effects and is not open to the 
objections raised against the use of melted wax. 

The article is profusely illustrated by drawings 
and photographs explaining the methods used. 

V. G. Burpen, M.D. 


Carter, W. W.: Bone Surgery of the Nose. Surg., 
Gynec. & Obst., 1922, XXxiv, 800. 

The correction of nasal deformity must be based 
on the bony and cartilaginous framework of the 
nose. The nose is an arch whose position and shape 
are maintained by support only at its extremities. 
The upper edge of the septum acts as a keystone. 
Deformities and irregularities result when one or 
more of these integral parts are disturbed. 

The author considers the bridge splint entirely 
satisfactory in the treatment of recent fractures 
and old traumatic deformities. Bone and cartilage 
transplants are used in cases in which there is 
defect in the framework due to such causes as con- 
genital malformation, traumatism, operation, ab- 
scess of the septum, atrophic rhinitis, syphilis, and 
tuberculosis. 

The bone transplant must be more than a mechan- 
ical filler; it must be alive and capable of growth 
when brought in contact with live bone. The best 
results are secured by means of autogenous, peri- 
osteum-covered transplants placed in contact with 
live bone. If the transplant does not grow and 
function, it soon becomes absorbed and _ failure 
results. 

In the author’s operation a section 2 in. long is 
removed from the eighth or ninth rib with its peri- 
osteum intact. It is then split and the cancellous 
tissue is scraped off. When the tip of the nose is to 
be restored a piece of cartilage is taken with the 
bone. Several thin transplants are preferable to 
one bulky piece. The use of strong antiseptics is 
carefully avoided. The nasal work is done through 
a small incision made in the roof of the left vestibule. 
The periosteum is freely elevated from the nasal 
bones and the graft inserted under the periosteum 
of the nasal process:of the frontal bone. Blood 
clots are not disturbed because they favor osteo- 
genesis. The nose is immobilized by means of a 
well-padded tin-lined copper splint. Swelling may 
be lessened by the use of a hot water jacket for the 
first twenty-four hours. Under favorable conditions 
bony union may be expected in about two months. 
A bony strut inserted between the lower end of the 
graft and the nasal spine of the superior maxilla will 
serve to keep the end of the transplant elevated. 

V. G. BurpEN, M.D. 
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Ljalin, J. L.: Tumors of the Carotid Gland ((: 
schwuelste der Glandula carotica). Wrat. Westni/ 
Wologodskowo Gubsdrawa i Rishskowo Wojennowo 
Gos pitalja, 1921, 26. 


The carotid gland is found in 12.5 per cent of 
human beings. It is situated in the upper cervical 
triangle where the carotid artery divides into its 
internal and external branches. It is 5 to 7 mm. 
long, 2 to 4 mm. wide, and 1.5 mm. in diameter. It 
is bounded laterally by the plexus of the vagus 
nerves and the internal jugular vein, mesially by the 
trachea and recurrent nerve, and posteriorly by the 
plexus of the sympathetic nerves. Its function is 
not yet known. According to some authors the 
gland is of perithelial origin, but according to others 
it should be regarded as a sympathetic para- 
ganglion. 

The author reviews briefly seventy-eight cases of 
tumor of the carotid gland collected from the litera- 
ture. Such tumors appear most frequently between 
the twentieth and fortieth years of age, grow slowly, 
and seldom metastasize. A correct diagnosis is rare. 
Frequently the condition is believed to be tubercu- 
lous lymphadenitis. 

The author distinguishes three types of tumor. 
Those of Type 1, which constitute 43 per cent of 
neoplasms of the carotid gland and are usually no 
larger than a hen’s egg, are homologous to the gland 
and characterized by hyperplasia, a distinct capsule 
and slow growth. Those of Type 2, making up 36 
per cent of carotid-gland tumors, have no capsule, 
show a more confused structure, grow partly by 
infiltration, and may be regarded as infiltrating 
sympathico-blastomata. Those of Type 3, making 
up 21 per cent of tumors of the carotid gland, repre- 
sent sarcomatous or carcinomatous degeneration. 
Tumors of the last type may attain considerable 
size. 

In sixty-five of seventy-eight cases of tumor of the 
carotid gland the radical operation was performed. 
In 30 per cent of the cases the tumor was success- 
fully separated from the large arteries; in 57 per 
cent all three carotid arteries were ligated. Death 
occurred in 36 per cent. 

It is most important to spare the vagus nerve; 
after its division tachycardia, which may easily lead 
to cardia¢ paralysis, and slow inspiration (broncho- 
pneumonia, pulmonary oedema) appear. Resection 
of the vagus nerve was followed by death in 70 per 
cent of the cases in which it was done. Of the pa- 
tients subjected to ligation of all three carotid 
arteries and resection of the vagus nerve only two 
recovered. The following case treated in this man- 
ner is reported. 

A 34-year-old man, otherwise healthy, had a 
tumor of the carotid gland the size of a pigeon egg. 
Its removal was desired for cosmetic reasons. A 
diagnosis of tuberculous lymphadenitis was made. 
At operation all three carotids and the jugular vein 
were ligated and the vagus nerve was resected. The 
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operation was followed by tachycardia, coughing, 
and marked expectoration. .Death occurred on the 
fifth day. Autopsy showed: cardiac paralysis and 
pneumonia. Grecory (Z). 


Kanavel, A. B.: Retropharyngeal and Posterior 
Mediastinal Abscesses. Surg. Clin. N. Am., 1922, 
ii, 603. 

Cold abscesses secondary to tuberculous disease 
of the cervical and dorsal vertebre may cause 
serious and widespread involvement because of 
their tendency to gravitate downward into the 
posterior mediastinum. According to their loca- 
tion they should be drained as soon as recognized 
through the neck or through a dorsal approach. 
Frequently their evacuation and closure is followed 
by complete remission of symptoms. Often retro- 
pharyngeal abscesses appear as the result of tuber- 
culosis of the cervical vertebra and a serious error 
is made when they are opened through the mouth. 
The proper approach is through the neck and this has 
long been considered a proper surgical procedure. 
When perforation of the abscess into the pharynx or 
cesophagus occurs the condition is much more serious 
because of the secondary infection. The patient 
should then be placed in the Trendelenburg posture 
and fed through a stomach tube or a gastrostomy 
opening. 

The 11-year-old boy who was operated upon by 
the author at the clinic had been suffering for over 
nine months with tuberculous lesions in different 
parts of his body. A tuberculous abscess of the 
upper Jid, another of the hand, and another of the 
abdomen had been drained. At the time of opera- 
tion he had a swollen gland on the right side of the 
neck, at the bifurcation of the carotid, and a swell- 
ing in the retropharyngeal space which was evident 
when the mouth was open and could be felt with 
the finger. Through an incision 2% in. long along 
the anterior border of the sternocleidomastoid a 
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Dunhill, T. P.: Removal of Intrathoracic Tumors 
by the Trans-Sternal Route. Brit. J. Surg., 
5O22, XZ, 4. 

The author reports three cases of intrathoracic 
tumors with roentgenograms and sketches of the 
steps in the operative technique. All of the tumors 
were removed by an incision splitting the upper 
half of the sternum. 

Case 1. The patient was a man 35 years old. 
Physical examination showed cyanosis of the head, 
neck, and upper extremities. The right arm was 
1'2 in. larger in circumference than the left, and 
the right forearm 34 in. larger than the left. The 
skin of the right arm was dry and scaly. The patient 
stated that the right arm had not perspired for 
fourteen years. The grip of the right arm was more 
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bulging mass posterior to the pharynx was exposed. 
In doing this the superior thyroid artery was li- 
gated between ligatures while the large vessels in 
the carotid sheath were retracted laterally. The 
abscess was emptied of a considerable quantity of 
thick green pus, the cavity swabbed out, and the 
wound closed in layers. There was no secondary 
infection and the patient made an uneventful 
recovery. Section of one of the glands removed at 
operation showed evidences of caseating tuber- 
culosis. 

The second patient presented before the clinic 
had been operated two years previously. She had a 
tuberculous process involving the sixth, seventh, 
and eighth dorsal vertebre and during the course of 
its treatment it became necessary to drain an ab- 
scess in the posterior mediastinum. This was done 
after an Albee operation to immobilize the spine. 
At the time of drainage the patient was suffering 
from typical symptoms of cord compression and was 
unable to walk. The mediastinum was approached 
through an incision about 4 cm. to the right of the 
midline and extending from the fourth to the ninth 
dorsal spines. The periosteum of the seventh rib 
was separated and a small piece of the rib was 
removed as close to the spine as possible. A forceps 
passed through the anterior periosteal covering 
entered the abscess cavity which was filled with 
thick, green caseous pus. The cavity was emptied 
and the wound closed in layers. Healing took place 
by primary intention and gradually the involve- 
ment of the spinal cord disappeared. At the end of 
six months the patient was able to walk. Tubercu- 
lous empyema of the right pleural cavity had de- 
veloped, however, and required drainage and irriga- 
tion with Dakin’s solution for several months before 
it became completely healed. Eight months after 
the patient was discharged from the hospital she 
was able to walk normally and had gained rs lbs. 

H. W. Fink, M.D. 


THE CHEST 


feeble than that of the left. The pulses were equal. 
There was no pupillary inequality or tracheal tug. 
No visible pulsations of the chest were noted. 
From the apex to the third rib anteriorly and pos- 
teriorly on the right side there was dullness extending 
to the left sternal border. The breath sounds were 
stridulous on both sides. The left side showed 
greater expansion. The patient complained of 
dyspncea on the slightest exertion. The blood count 
was normal and the Wassermann test negative. 
A diagnosis of hydatid cyst or teratoma was made. 
The X-ray confirmed the physical findings. 

At operation performed under intratracheal 
anesthesia induced with gas and oxygen passed 
through detoxicated ether an osteoplastic flap was 
made which included the right half of the sternum 
from the suprasternal notch to the third intercostal 
space, together with the clavicle and the three upper 














costal cartilages and ribs. In its upper limb the 
skin incision was the same as that for goiter. The 
tumor, which occupied the upper part of the thorax 
on the right side, was found to be crossed by the 
junction of the right internal jugular and the sub- 
clavian veins. Behind, it was in close relation to 
the ribs and adherent to the vertebral column. 
The lower part of the mass was in relation to the 
heart and great vessels. Its lower convexity was 
overlapped by the right lung. Because of the danger 
of tearing the great vessels the tumor was not re- 
moved. However, it was removed at a second 
operation performed through the same incision and 
with the same technique. The wound was closed 
without drainage. Four and one-half weeks after 
the second operation there was fluid in the chest. 
This disappeared in seven months with complete 
expansion of the lung. Recovery was uneventful. 
On pathologic examination the tumor was found to 
be composed of fibrinous connective tissue. It 
weighed about 1 Ib., 3 oz. 

Case 2. The patient complained of stridor, short- 
ness of breath, cough induced by exercise, and 
swelling of the neck. Examination revealed a 
‘ goiter on the left side which was smooth and free 
from nodules. At operation the left lobe was found 
to extend behind the sternum, causing lateral pres- 
sure on the trachea. The attempt at removal was 
unsuccessful. Later the patient developed bron- 
chitis. At a second operation the lower limits of 
the goiter could not be reached and there was pro- 
fuse hemorrhage making it necessary to terminate 
the operation. Shortly after returning to his room 
the patient became dyspnoeic and unconscious. 
Tracheotomy was attempted but the trachea could 
not be located. A mass was found and partly enucle- 
ated, this removal causing the symptoms to subside. 
The patient recovered but nine years later the 
symptoms recurred in an exaggerated form. The 
X-ray outlined the tumor. A third operation was 
performed under general anesthesia. The growth 
was flattened, displaced the trachea, and extended 
below the tracheal bifurcation. The sternum was 
divided along the third intercostal space on each 
side, the thoracic wall lifted up, and the tumor 
removed from a mass of adhesions. Recovery was 
uneventful. The mass weighed 11 0z. Pathologic 
examination showed it to be a spindle-celled sar- 
coma. 

Case 3. The patient was a man 66 years old. 
An unsuccessful operation for the removal of an 
intrathoracic cystic goiter had been performed ten 
years before. The wound had drained continuously 
until six months before the patient consulted the 
author. Following cessation of the drainage 
dyspnoea developed. Operation was performed 
under local anesthesia. The sternum was split 
in the usual way and the tumor, which was embed- 
ded in adhesions, was removed by gentle blunt and 
knife dissection. Examination showed it to be 
No bacterial 


composed of thick fibrinous tissue. 
cultures were obtainable. 
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In conclusion the author states that infiltrating 
growths cannot be removed but when the X-ra\ 
examination and the clinical and physical findings 
rule out aneurism it is possible that the growth is « 
fibroma, a lipoma, a dermoid cyst, or a hydatid 
cyst. Cases reported in the literature show that 
dyspnoea ultimately causes death if the growth is 
not removed. The danger of malignant degenera 
tion also justifies surgical interference. 

S. J. HArsRecat, MD. 


Melnikoff, A. W.: The Surgical Routes through the 
Lower Border of the Thorax to the Organs of 
the Subdiaphragmatic Space (Die chirurgischen 
Zugaenge durch den unteren Rand des Brustkorbes 
zu den Organen des subdiaphragmalen Raumes 
Novy Chir. Arch., 1921, i, 28. 

This article is based on the author’s examination 
of 167 cadavers. The surgical routes to the sub 
diaphragmatic space are divided into four groups. 
To the first group belong the methods in which the 
route through the pleura through the costo-dia 
phragmatic sinus is chosen. To these belongs trans- 
diaphragmatic laparotomy which was first proposed 
by Roser in 1864, but not accepted because of its 
danger until later when it was tried out by a large 
number of surgeons (Langenbuch, Maydel, Finken 
stein, Alexinski, Piquand, and others). The indica- 
tions for this operation are: subdiaphragmatic ab- 
scesses, echinococcic and other abscesses of the liver, 
abscesses of the spleen, tumors of the diaphragm, 
and other diseases and injuries of these organs. The 
eighth and ninth ribs are those most often resected. 
After their resection, the pleural layers must be 
sutured. The most dangerous complication is infec- 
tion of the pleura. Special incisions and methods of 
forming flaps have been suggested (the methods of 
Postempski, 1889, Rydygier, 1892, Parlavecchio, 
1893, Madelung, 1902, Biondi, 1903, and others). 

To the second group belong laparotomies to which 
is added resection of the costal arch below the sinus. 
The originator of these methods was Lannelongue 
(1887). Later the procedures were adopted by 
Langenbuch, Djakonoff, Michelli, Mikulicz, and 
others. 

To the third group belong extrapleural and extra- 
peritoneal thoracotomy and the extrapleural route 
through the diaphragm (Nassiloff, Menard, Langen- 
buch, Parijski, Bessel-Hay, and others). These 
methods mobilize the margin of the sinus; as a rule 
resection of two ribs is necessary. These procedures 
are to be recommended for the treatment of sub- 
phrenic abscess. If the tenth and eleventh ribs are 
resected, a passage to the adrenal gland is opened. 
Among the disadvantages of the methods are their 
highly complicated technique and the danger of in 
juring the pleura. 

The fourth group comprises the thoracolaparot- 
omies which open the thoracic and abdominal cavi- 
ties. These operations give the best and widest 
passage to the organs situated beneath the dia- 
phragm. Thoracolaparotomy was first described by 























Zeidler (1898) who used it in a case of injury to the 
spleen, but Terrier had already performed it at an 
earlier date. Melnikoff proposes to make it less 
traumatic by avoiding injury to the pleura by 
mobilizing and pressing aside its lower margin after 
resecting the costal cartilage. SCHAACK (Z). 


McFarland, J.: Residual Lactation Acini in the 
Female Breast: Their Relation to Chronic 
Cystic Mastitis and Malignant Disease. Arch. 
Surg., 1922, V, 1. 


McFarland goes into much detail regarding the 
evolution and involution of the human breast, in- 
cluding the parenchyma and stroma. He discusses 
the interlobar, the interlobular, and the perilobular 
connective tissue, and the embryology, including the 
formation of the mammary lobule. 

The secretion of fluid seems to begin almost as 
soon as the parenchyma begins to grow, but it is 
only after the fifth month of pregnancy that fluid 
may be expressed from the nipple. The colostrum 
cells seem to be the central cells of the newly formed 
acini, vacuolated by fat or filled with fatty molecules 
which escape from the future acini as they are in the 
process of forming lumina. 

The evolution of the breast for the performance of 
its function and its involution after lactation are 
discussed. The general tendency of the mammary 
gland seems to be to return to its virginal con- 
dition in which it contains nothing but ducts. 

Residual lactation acini are well recognized 
entities in cases of cancer of the breast, and occur 
in such close relationship to the cancer nests as 
to have led to the supposition that they are the start- 
ing point of the malignant growth. They are not 
infrequently designated the ‘precancerous stage of 
cancer.”” They are also frequently found in normal 
breasts. 

The varying appearances presented in different 
cases and at different times by the residual lactation 
acini may be arranged serially as follows: 

1. Single acini or groups of acini which differ 
from their fellows in the same lobule in that they 
escape involution and remain dilated. 

2. Similar structural units remaining at the edges 
or near the periphery of lobules well advanced in 
the process of involution. They are lined with single 
or multiple layers of epithelial cells like those of the 
acini in general, though sometimes the cells are 
more columnar in shape and more crowded. 

3. Similar units with all of the described qual- 
ities occurring in the perilobular tissue and seemingly 
independent of any lobules. 

4. Groups of such units, the individual members 
of which are separated from one another by consid- 
erable intervals of fibrillar connective tissue. 

5. Groups whose members are separated by nar- 
row intervals consisting of scarcely more than a 
double row of epithelial cells. 

6. Groups in which the contraction of the space 
crowds the epithelial cells and causes them to en- 
croach upon the lumen, suggesting proliferation. 
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7. Groups in which distention of the space re- 
sults in the formation of microcysts with various 
epithelial cell linings. 

8. Groups in which the epithelial cells early ac- 
quire an eosinophilic staining quality and a relative- 
ly large size. Such a quality may characterize any 
of the groups previously mentioned. 

9. Groups of any of the foregoing in which the 
atrophy of the intermediate partitions between the 
units causes their coalescence. 

1o. Groups of such kind in which the stumps of 
the partitions remain projecting into the common 
space and are covered with epithelium of the same 
quality as that which lines the spaces. 

it. Cystic dilatation of such coalescent acinar 
spaces with gradual obliteration of the projecting 
stumps of the original interacinar spaces. 

12. Cysts which may be several centimeters in 
diameter and are formed by the dilatation of single 
coalescent acini of any of the forms mentioned. 

13. Irregular crevices or spaces in the tissue of the 
breast following atrophy of the interacinar parti- 
tions and collapse of the acini. 

Thus the careful study of what is to be found in 
the normal breast in its various stages of involution 
and the arrangement of the peculiar modifications 
of the process of involution in series leads to the 
inevitable conclusion that the ‘‘Schweiszdruesen” 
of Krompecher, the “‘cystadenoma”’ of Schimmel- 
busch, the “senile parenchymatous hypertrophy” 
of Bloodgood, the ‘‘abnormal involution” of War- 
ren, the “secondary epithelial hyperplasia” of 
McCarthy, etc., are no more than variations of the 
involutional process in which residual lactation acini 
appear in various conditions of retrogressive change. 

The average age of the women in whose breasts 
residual lactation acini were found was 59 years; 
the youngest was 33 years, and the oldest 103 years. 

The final confirmation of the theory as to the for- 
mation rests upon the demonstration of residual 
lactation acini in the breasts of women who have 
been pregnant and their constant absence from the 
breasts of others. This requirement it is impossible 
to fulfill because of the impossibility of determining 
accurately which of the women had and which had 
not been pregnant as some of them may have 
concealed or denied it. 

The cases of normal breasts in which. residual 
lactation acini were found at autopsy were those of 
twenty-three married women. 

The presence of residual lactation acini being one 
of the criteria for the diagnosis of the condition 
variously described as chronic cystic mastitis, 
abnormal involution, cystadenoma, etc., as many 
of these surgical cases were assembled as possible 
and the percentages of married and single women 
determined. The results were: McManes Labora- 
tory of Pathology, University of Pennsylvania, four 
cases; Laboratory of Surgical Pathology, University 
of Pennsylvania, twenty-six cases; Laboratory of 
Gynecological Pathology, University of Pennsyl- 
vania, eight cases; Laboratory of Surgical Pathology, 
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Medico-Chirurgical Hospital, Philadelphia, thirteen 
cases; Laboratory of the Lankenau Hospital, Phila- 
delphia, fifteen cases; and Laboratory of the Presby- 
terian Hospital, Philadelphia, one case; total sixty- 
seven cases. These were divided thus: cases, sixty- 
seven: married women, fifty-three (79.1 per cent); 
single women, eight (11.94 per cent); civil status 
unknown, six. 

The collection of all of the cases of cancer of the 
breast combined with the condition mentioned and 
the determination of the percentages of married 
and single women gave the following findings: 
cases, thirteen: married women, twelve (92.3 per 
cent); single women, one (7.7 per cent). 

The breasts of the single women and those whose 
civil status is unknown were examined histologically 
for signs of antecedent pregnancy and lactation. 
There were no autopsy cases of normal single 
women but there were eight benign surgical cases, 
one malignant surgical case, and six cases of women 
whose civil status was unknown, a total of fifteen. 

In every one of these cases there were findings 
highly suggestive of postlactation involution, but as 
local disturbances sometimes stimulate the mam- 
mary tissue to develop large lobules like those of 
pregnancy—as in the surroundings of the encapsu- 
lated benign tissues studied with Bloodgood—it 
is not possible to be certain that these women were 
parous. 

If residual lactation acini are of frequent occur- 
rence in the mammary glands of women and have 
the origin ascribed to them, they ought also to 
occur in the mammary glands of animals. That they 
do can be easily demonstrated. 

Papillary cystadenoma, chronic cystic mastitis, 
adenoma, and cysts are discussed. 

There seems to be good reason for abandoning 
the idea that these residual lactation acini represent 
the first stages of tumor formation and also the belief 
that they may become malignant. 

An examination of many breasts shows these 
appearances following involution: (1) occasional 
cysts the size of a pinhead; (2) numerous cysts the 
size of a pinhead scattered throughout the breast; 
(3) cysts the size of a pinhead collected in groups in 
some part of the breast; (4) cysts the size of a pea or 
marble occurring according to one of the described 
plans of distribution; (5) cysts similar in size and 
distribution to those described but filled with 
darker fluid, some reddish, some chocolate; (6) 
single or divided cysts the size of hen’s eggs, which 
usually are filled with a clear serous fluid. 

The article includes four tables and fifty-four 
illustrations of breast sections. The following con- 
clusions are drawn: 

1. The breasts of young virgins are composed of 
a stroma of pure fibrillar tissue which with increase 
of years shows an increasing mucinoid transforma- 
tion. Toward middle life, adipose tissue begins to 
find its way into the stroma, until in old age the 
stroma is largely fatty. The parenchyma of the 
virgin breast always contains many cancellated 
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ducts. It may be without lobules, may contain only 
rudimentary lobules or, in rare cases, may contain 
well-developed lobules. 

2. The mammary lobule develops in response to 
stimuli which may be either local or general. Preg- 
nancy is its chief stimulus, and it seems to be under 
the influence of the latter only that full lactation 
hypertrophy is reached. The lobules arise through 
budding from the ducts as determined by the 
stimuli. At any stage of development the disap- 
pearance of the stimulus is followed by retrogression 
or involution of the lobule throughout the breast or 
locally. 

3. The lobules constituting the parenchyma of 
the breast in different pregnancies are not necessarily 
the same. There is some reason to suppose that for 
each pregnancy there is a different crop of lobules. 

4. Involution, the atrophy of lobules no longer 
needed, is a complicated process the details of which 
vary in different individuals, in the breast of the 
same individual, and in different parts of the same 
breast, according to local and general conditions. 

5- One of the most important causes of modifica- 
tion of involution is retention of secretion. The 
effect of the latter is in proportion to its extent and 
distribution, and is without regularity. 

6. The most striking result of retention of secre- 
tion is the appearance of residual lactation acini. 

7. Residual lactation acini are harmless decadent 
structures having no importance with regard to the 
subsequent appearance of malignant disease. 

8. The accumulated cellular and amorphous 
débris resulting from involution sometimes ob- 
structs the outlets of the ducts and acini, leading 
to retention of secretion and exudation of fluid with 
cyst formation. The cysts may result from dilatation 
of the ducts or the residual lactation acini. 

9. The cysts vary in size from that of a pinhead 
to that of a hen’s egg and may be single or multiple, 
uniformly disseminated, or collected in groups. 
They usually have smooth walls and clear serous 
contents. 

10. The pressure exerted on the surrounding tis- 
sue by the growing cyst gives rise to sensory dis- 
turbances which vary in intensity according to the 
firmness or softness of the stroma. In a breast with 
largely mucinoid or adipose stroma, they may 
occasion no symptoms. 

11. The cysts are benign and harmless. If they 
become large their excision may be indicated to 
make the patient more comfortable. 

12. Cancer cysts are not specific entities. They 
are the result of an accidental coexistence of cysts 
and cancer in the same breast. Original contiguity 
followed by increase in the size of each determines 
final continuity. 

13. The so-called chronic cystic mastitis is not 
inflammatory and is not a pathologic entity; it is 
nothing but a result or at most a perversion of in- 
volution. 

14. It would therefore be desirable to abandon the 
term, and call the condition “cystic disturbance of 


























the breast,’’ or if it seems better to retain one of the 
older designations, to use that of Warren—‘‘abnor- 
mal involution.’”’ The only difficulty lies in deter- 
mining clearly when the process of involution can be 
said to become abnormal. 

15. The term “adenoma’’ should be used only 
when speaking of encapsulated tumors of the 
breast. Parenchymatous increases of unencapsu- 
lated or diffused form are hypertrophies and not 
related to tumors. 

16. There is no “cyst adenoma” of Schimmelbusch. 
The term is objectionable because it suggests the 
presence of a tumor where there is no tumor. The 
appearance on which the name depends is due to 
involution to which the name “residual lactation 
acini’? has here been given, and can be easily found 
in one-fourth of all breasts which have lactated. 
Cart R. SrerxkeE, M.D. 


TRACHEA AND LUNGS 


Herb, I. C.: Postoperative Lung Complications. 
J. Am. M. Ass., 1922, xxix, 339. 


Lung complications occur most frequently after 
abdominal operations. They are caused not only 
by the anesthetic, but also by one or more of the 
following contributory factors: a too-concentrated 
ether vapor, lowered resistance, general feebleness 
in the aged, embolic infarction, aspiration of foreign 
substances, weak heart action with low blood pres- 
sure producing hypostatic congestion, keeping the 
patient in the same posture too long after operation, 
general sepsis, cooling of the body surface, a decrease 
in lung expansion due to pain or tight bandaging, 
pre-existing bronchial or lung affections, exacerba- 
tion of focal infections, and possibly imperfectly 
cleaned anesthetic apparatus. 

Complications are reduced by due attention to 
these factors, proper preparation of the patient, 
careful administration of the anesthetic, an aseptic 
technique and minimal traumatism of the tissues, 
and the postoperative conservation of the patient’s 
vitality, i.e., prevention of heat loss, early semi- 
recumbent position, and prompt establishment of 
pulmonary ventilation through unhampered respira- 
tion. 

In the Presbyterian Hospital of Chicago lung 
complications occurred in 107 patients, fifty of 
whom died. Pulmonary embolism developed in 
twenty-six cases, twenty-one of which terminated 


fatally. In practically all of these cases the condi- 
tion followed an abdominal operation. Three 
patients had a pre-operative heart lesion. Ether 


was administered in twelve cases, gas-oxygen-ether 
in thirteen, and a local anesthetic in one. 

Lung abscesses developed in four patients, three 
of whom died. Two followed an abdominal opera- 
tion and two followed tonsillectomy in an adult. 
One patient had a systolic blow at the aortic region 
before operation. Ether was given twice, gas-oxygen- 
ether once, and gas-oxygen once. 
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Pneumonia occurred in seventy-six cases and was 
responsible for a mortality of 63 per cent. Exclud- 
ing twelve cases of outright terminal pneumonia and 
four cases in which metallic bodies were present in 
the bronchi, the mortality was 47.3 per cent. Most 
of the cases followed abdominal operations. Before 
operation twenty-five patients had some lung in- 
volvement, and seventeen had heart lesions. 

The author directs attention to the frequency of 
cardiac and pulmonary pre-operative affections in 
patients who later developed pneumonia and in the 
cases of embolus and lung abscess. Lung complica- 
tions occurred about three times more often in men 
than in women. The remarkable record is cited 
of 12,045 tonsil and adenoid operations with only 
four pulmonary sequele, viz., pneumonia and lung 
abscess in two cases each. G.R. McAutirr, M.D. 


HEART AND VASCULAR SYSTEM 


Grigsby, G. P.: The Extraction of a Bullet from 
the Pericardium: with Case Report. J/nternat. 
J. Surg., 1922, XXXV, 235. 

Grigsby reports the extraction of a bullet from 
the pericardium in the case of a boy of 17 years. 
The bullet entered the chest after passing through 
the right arm and caused immediate pain and 
dyspneea. Fluoroscopic examination disclosed it 
within or resting against the heart. 

Under general anesthesia an incision was made 
at the site of the original wound and extended 3 or 4 
in. to the left between the third and fourth ribs. 
The pleura was accidentally opened when a cut 
internal mammary artery was tied. Enlargement of 
this opening revealed the opening in the pericardium 
through which the bullet had entered. Forceps 
were introduced and the bullet lying in the bottom 
of the pericardium was removed. The openings in 
the pericardium and pleura were then closed and the 
patient made an uneventful recovery. 

H. A. McKnicur, M.D. 


Klose, H., and Strauss, H.: Contributions to the 
Surgery of the Heart and Pericardium; Sup- 
purative Pericarditis and the Results of Its 
Surgical Treatment (Beitraege zur Chirurgie des 
Herzens und des Herzbeutels. I. Die eitrige Perikar- 
ditis und die Erfolge ihrer chirurgischen Behand- 
lung). Arch. f. klin. Chir., 1922, cxix, 467. 


The conclusions arrived at by the authors are as 
follows: 

1. The pericardium lies in direct contact with the 
chest wall, below the lowest segment of the body of 
the sternum and in front of the fifth and sixth costal 
cartilages. It varies somewhat in extent. The pro- 
jection of its lower limit to the wall of the chest 
forms a plane running toward the left and down- 
ward at an angle of 15 degrees and passing through 
the middle of the xiphoid process. The terminal 
point of this plane on the right is*2 cm., and on the 
left 5 to 6 cm., from the margin of the sternum. 
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2. The function of the pericardium is, first, to 
ensure mobility to the heart in relation to the other 
organs of the thorax, and second, to give protection 
and support to the musculature, particularly that of 
the right heart, in case of over-filling. 

3. It is doubtful whether the pericardium is sensi- 
tive to pain, but it certainly possesses sensibility. 

4. The clinical frequency of suppurative peri- 
carditis is one case to every 6,000 clinical cases of 
disease. 

5. After the fourteenth year of age it occurs five 
times as often in males as in females; up to the 
fourteenth year, twice as often. 

6. It appears with greatest frequency between 
the ages of 6 and 25 years. 

7. Many cases of pericarditis have a preliminary 
stage which is non-suppurative; hence the advisabil 
ity of early operation even in non-suppurative peri- 
carditis if the exciting organism is pyogenic 

8. Suppurative pericarditis may involve the 
entire pericardium or circumscribed portions of it 
(encapsulated pericarditis). 

9. In effusion the heart always lies near the ante- 
rior chest wall. 

10. A certain diagnosis can be made only by 
exploratory puncture (the puncture should be made 
from the left costo-xiphoid angle). A probable diag- 
nosis is possible from the etiology, the course of the 
fever, cardiac muscle symptoms, poor general condi- 
tion, and precordial oedema. 

11. The authors distinguish between the normal 
pericardium, pericardial pleurisy, adhesive peri- 
carditis, exudative pericarditis, pneumopericardium, 
and heart en cuirasse. Pericardial pleurisy can be 
distinguished in the roentgenogram. This is rarely 
true of adhesive pericarditis. Exudative pericarditis 
is sometimes revealed by the X-ray. Occasionally it 
is possible to distinguish pericardial effusion in or- 
ganization. Pneumopericardium and heart en cui- 
rasse are readily shown by the roentgenogram. 

12. Without operation the prognosis is unfavor- 
able, being usually hopeless for life. In the best 
results there will be adhesions with severe circula- 
tory symptoms. 

13. The treatment consists in prevention of adhe- 
sions and continuous drainage of the exudate. 

14. Multiple puncture has resulted in cure in 
10.4 per cent of the cases; intercostal incision, in 
37 per cent; and wide exposure, in 56.6 per cent. 

15. For wide exposure the Larrey-Rehn method is 
recommended. 

16. The operation should be performed under 
local anesthesia, and before the pericardium is 
opened it should be treated with a 10 per cent 
cocaine solution. 

17. The pericardium should be opened under 
positive pressure. In the after-treatment pneumo- 
pericardium is best prevented by Rehn’s procedure. 

18. Washing out, if necessary at all, should be 
done only with physiological salt solution. 

19. Dressings should be changed under positive 
pressure. 
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20. In encapsulated pericarditis the portion of 
pericardium affected must be opened according to 
the situation in the individual case. It may be 
advisable to resect the involved part of the peri- 
cardium and then perform a plastic operation. 

21. The indications are the same in the chronic, 
suppurative, encapsulated pericarditis. 

22. In diffuse chronic suppurative pericarditis 
total extirpation of the pericardium may be neces 
sary. 

23. Conservative remedies should not be neg- 
lected. Gtass (Z). 


Klose, H.: The True Synechia and the Plastic 
Substitute for the Pericardium (Die reine 
Synechie und der plastische Ersatz des Herzbeutels). 
Arch. f. klin. Chir., 1922, cxix, 455. 

In experiments previously reported the author 
found that a substitute for the pericardium may be 
made by autoplastic transplantation of flaps of 
fat, fascia, peritoneum, and omentum. The most 
suitable substitute is fatty tissue. In this article 
the disputed question as to how the implantation 
heals in is answered. Klose discusses first the 
former uses of autoplastic fatty tissue transplan- 
tation, viz.: (1) the cosmetic plastic, as a substitute 
for degenerated types of tissue of mesoblastic 
origin; (2) the functional plastic (the production of 
neo-arthroses, the interposition of flaps of fat, the 
ensheathing of nerves, the ensheathing of tendons 
with fat to prevent adhesions, and to replace the 
dura in brain defects and traumatic epilepsy); and 
(3) fat transplants to serve as “living tampons” 
for hemostasis. A rapid vascular anastomosis is 
decisive for the healing in of the transplant. 

There are two views regarding the histologic 
healing. According to one, there is a local disappear- 
ance of the fat cells with proliferation and inflam- 
matory changes resulting in regeneration. Accord- 
ing to the other there is proliferation of fat cells. 
The “vacuole cells” are immigrant lymphocytes 
which take up fat—giant-cell formations. Lym- 
phocytes have no relation to the regeneration of 
fatty tissue. Marchand therefore has decided in 
favor of the first view. 

The author reports his observations on transplan- 
tations after fifteen and thirty-six days and on one 
preparation studied one and one-half years after 
the transplantation. In the latter, most of the tissue 
was exactly the same as that of the normal peri- 
cardium, only one area the size of a 3-mark piece 
suggesting the original graft by a more marked 
collection of fatty tissue. The metaplasia and con- 
nection of the superficial layer of fatty tissue with 
the fibrous layer of the pericardium ran parallel 
with the distribution and growth of the flap of fat. 
In the implant fifteen days old hollow spaces had 
been formed in the fibrous fatty tissue of the peri- 
cardium at the border of the implant, due to degene- 
ration of the fatty tissue (fat cysts or fat blebs, 
according to Marchand). These were most marked 
around the fixation sutures. Such hollow spaces 














are later replaced by regenerated connective tissue 
(a series of small trabecule rich in nuclei). The 
author observed also small-celled infiltrations in 
certain areas (Marchand). There was an apparent 
transformation of these lymphocyte-like round 
cells into fiber-forming connective-tissue cells. 
Therefore the substitution of the hollow spaces was 
due to two processes, proliferation of connective 
tissue cells and proliferation of round cells. In the 
thirty-six day preparation larger islands of con- 
nective tissue were found in the trabecule at the 
edge of the zone of implantation. These correspond- 
ed to the former hollow spaces in which fat was 
presumably deposited later in the connective tissue 
cells. Everywhere the author’s attention was 
attracted by the close relationship between the new 
formation of connective tissue and the blood vessels, 
an early vascular connection to the bed. 

Klose believes that healing is favored particularly 
by function and the growth-promoting properties 
of the pericardial fluid. Rapid covering of the 
fibrous layer by the bordering pericardial epithe- 
lium and rapid regeneration of the serosa were 
uniformly demonstrable in the author’s cases. 

Giass (Z). 


PHARYNX AND C&SOPHAGUS 


Wilkie, D. P. D., and Hartley, J. N. J.: Pharyngeal 
Diverticulum and Its Surgical Treatment: 
with a Record of Two Cases. Brit. J. Surg., 1922, 
x, 81. 


A pharyngeal diverticulum is an abnormal pro- 
trusion of the mucous membrane of the lower part 
of the posterior wall of the pharynx, between the 
oblique and transverse fibers of the crico-pharyngeus 
muscles. The sac passes down behind the cesopha- 
gus and the carotid sheath, lies between the prever- 
tebral and pretracheal layers of the cervical fascia, 
and may eventually occupy the posterior medias- 
tinum. 

It occurs most frequently in men past middle 
life. There is no evidence that this type of diverticu- 
lum is congenital. The posterior diverticulum is 
essentially a herniation of the mucosa through the 
musculature of the pharynx. One or both of two 
factors must operate, viz., an abnormal increase of 
intrapharyngeal tension, and local weakness in the 
posterior pharyngeal wall. In exceptional cases an 
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organic stenosis has been present. In the majority 
the primary cause appears to be incoordinate action 
between the propulsive and sphincteric elements of 
the pharyngeal muscle. 

In a number of cases there has been a history of 
difficulty in swallowing for many years before the 
typical symptoms attributable to a pouch were 
noted. 

When a pouch has formed, the most characteristic 
symptom is regurgitation of food. Associated with 
this there are often gurgling noises which are a 
source of annoyance. The initial difficulty in swal- 
lowing becomes more pronounced, the sac enlarges, 
and the ingestion of a meal is often looked forward 
to with dread. Before anything passes down the 
cesophagus, the patient must first fill the pouch, and 
any misadventure may cause regurgitation of its 
contents. The patient then experiences a choking 
sensation, bends forward, and empties the pouch, 
and the ordeal must be repeated. Only by exercis- 
ing great caution when the pouch has been filled 
can the patient succeed in swallowing sufficient food 
for nutrition. 

In the diagnosis radioscopy has replaced all other 
special methods. 

The treatment must be directed to both the cause 
and the effect and should consist of dilatation of the 
stenosis, whether it is organic or functional, and 
extirpation of the sac. For very early cases Bevan 
recommends the passage of bougies to open up the 
pouch. It is not unlikely, however, that the bene- 
ficial effect of this measure is due to dilatation of the 
pharyngeal muscle. 

Removal of the sac is to be regarded as a procedure 
fraught with danger. The patient is usually old 
and debilitated. The sac contains infective organ- 
isms, communicates with a septic canal, and lies in 
a cellular plane ill-fitted to deal with infection and 
continuous with the posterior mediastinum. 

A primary gastrostomy has been strongly advo- 
cated by some surgeons, and is ‘undoubtedly advan- 
tageous in late cases. 

The one-stage operation is ideal, but not devoid 
of danger, the chief risk being leakage and cellulitis 
of the planes of the neck. 

The least dangerous procedure is the modification 
of the two-stage operation in which a submucous 
excision of the sac is done in the second stage. 

H. A. McKnicurt, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Sigwart, W.: Ether Treatment and Prophylaxis of 
Peritonitis (Aethertherapy und Prophylaxe der 
Peritonitis). Muenchen. med. Wehnschr., 1922, 
Ixix, 500. 


In a series of experiments in which Sigwart deter- 
mined the bactericidal effects of ether on various 
micro-organisms, particularly streptococci and an- 





thrax bacilli, he found that bouillon cultures of 
streptococci as well as of anthrax bacilli were killed 
in a short time by ether vapor passed over the 
bouillon, and that ether vapor passed over agar- 
plates destroyed in four minutes all bacteria to a 
depth of 0.50 to 0.75 cm. 

In fifteen cases of pelvic peritonitis subjected to 
surgical treatment and in which there occurred dur- 
ing the operation more or less extensive inundation 
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of the lower abdominal cavity by bacteria, ether was 
poured into the abdominal cavity as a prophylactic 
measure. Drainage was established only in two 
cases. Shortly before the closure of the abdominal 
cavity, after the bed of the wound, which in most of 
the cases was very extensive, had been most care- 
fully covered with peritoneum, from 50 to 100 c.cm. 
of ether were poured into Douglas’s pouch and over 
the neighboring portions of the intestines. The 
abdominal cavity was then quickly closed to pre- 
vent the escape of the ether vapor. All of the fifteen 
cases were cured. In eight, however, there were dis- 
turbances of the process of wound-healing. 

Besides its bactericidal effect, ether has an un- 
doubted stimulating effect on intestinal peristalsis. 
Because of this stimulation, the author is unable to 
believe that it favors the formation of adhesions. 
Neither in the previously reported cases of cured 
diffuse peritonitis nor in the cases here reported, in 
which ether was used prophylactically, were any 
intestinal symptoms observed which were neces- 
sarily referable to severe adhesions caused by the 
ether. 

This use of ether, however, may be followed by 
shock immediately after the ether is poured in. In 
the cases reported the author witnessed marked 
symptoms of shock on a number of occasions. This 
complication he attributes to the absence in these 
cases of a safety valve such as was present in the 
cases of diffuse peritonitis in which the excess of 
ether vapor escaped through the drainage tube. An 
additional reason may be that the present-day 
commercial narcotic ether is not as pure as that used 
formerly. The ether employed contained a relatively 
large amount of alcohol, which causes severe shock 
when brought into contact with the peritoneum. 

Bort (Z). 


GASTRO-INTESTINAL TRACT 


Judd, E. S., and Rankin, F. W.: Hamangiomata 
of the Gastro-Intestinal Tract. Azn. Surg., 
1922, Ixxvi, 28. 


Attention is called to the statements of Rokitansky, 
Virchow, and Thoma as to the origin of hemangio- 
mata. All agree that at times trauma can be dem- 
onstrated as a factor, and that the tumors arise 
from pre-existing blood vessels and are congenital in 
origin. Hamangiomata are endothelial tumors com- 
posed of capillaries or cavities; they may be vas- 
cular or made up almost entirely of endothelial 
elements. As a rule the process is localized and 
metastasis rarely occurs. Complications are due to 
encroachment on vital structures or erosion of their 
walls producing hemorrhage. In two cases of 
hemangioma of the bladder seen at the Mayo 
Clinic, life was endangered by extension. Symptoms 
may be present from early life, but the patient may 
not seek relief until obstruction or hwemorrhage 
occurs. 

Angiomata of the stomach are pedunculated and 
freely movable. As a rule they are found on the 
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posterior wall or the lesser curvature and are covered 
with gastric mucosa. Ulceration is rare, but may be 


the source of profuse hemorrhage. Distress from 
the tumor is due to hemorrhage or obstruction. 
The author reports three cases of hamangioma 
of the stomach and one of the duodenum. The most 
striking clinical feature of these is the excellent 
result following surgery. In two cases the roentgen- 
ray examination and the patient’s age indicated a 
malignant lesion in an inoperable stage and location 
The patient’s general health, normal acid values of 
gastric secretion, and good digestion favored the 
possibility of a benign lesion. In the other two cases 
the patient’s age and the duration of the symptoms 
favored a benign lesion. A knowledge of these 
lesions and a differentiation from various clinically 
similar neoplasms is of prognostic importance. 


Finsterer, H.: The Treatment of Spasm of the 
Cardia and Stenosis of the Cardia: Hsophago- 
Gastro-Anastomosis (Zur Therapie des Kardia- 
spasmus und der Kardiastenose: Oecsophago-Gas 
troanastomose). Wien. klin. Wehnschr., 1922, xxxv, 
471. 

Clinically light cases of spasm and stenosis of the 
cardia may be treated by dilatation with Gottstein’s 
sound, but in severe cases the method of choice is 
Heller’s extra-mucous plastic operation or cesophago- 
gastro-anastomosis. Finsterer has employed the 
second method with success in two cases and con- 
siders it the better of the two. The danger of inse- 
curity of the anastomotic suture is not great. 

Only cases of true spasm of the cardia are suit- 
able for Heller’s operation—not cases of so-called 
hypertonic protrusion of the annular muscle. In 
cicatricial stenosis of the cardia or adhesions in the 
vicinity there is danger of recurrence after Heller’s 
operation. A disadvantage of cesophago-gastro- 
anastomosis is the possibility that food may be 
regurgitated when the recumbent position is 
assumed. PEIPER (Z). 


Deaver, J. B.: The Surgical Treatment of Per- 
forated Gastric and Duodenal Ulcers. Am. 
J. Surg., 1922, Xxxvi, 161. 

Excision of chronic gastric ulcer is being advocated 
by surgeons of experience as a more certain method 
of securing a permanent cure than gastro-enteros- 
tomy. Its use in the treatment of acute perforating 
ulcers has been occasionally reported in the litera- 
ture. The peritoneum is able to protect itself from 
a considerable degree of infection. Moreover, it has 
been shown that the exudate from the early cases 
is relatively, if not actually, sterile, being a response 
to the chemical irritation of the gastric and duodenal 
contents rather than the result of bacterial infection. 
In the very early stages, peritonitis is not a contra- 
indication to these radical operations. 

The author’s experience convinces him that 
patients upon whom a primary gastro-enterostomy 
is done recover more uniformly and with less post- 
operative trouble than those treated by suture alone. 

















It has been held by some surgeons that perfora- 
tion heals the ulcer and for that reason gastro- 
enterostomy is useless. Deaver believes gastro- 
enterostomy is useful because it gives a large per- 
centage of primary recoveries, and because he has 
found that perforated ulcers are not uniformly cured 
by the perforation. He advocates immediate posterior 
gastro-jejunostomy in the treatment of perforating 
ulcers of the stomach and duodenum. Simple closure 
of an ulcer close to the pylorus will almost certainly 
result in temporary obstruction and at times in 
permanent stenosis after cicatrization. This in- 
troduces danger into the canvalescence. Moreover, 
in a few cases in which the duodenum is extremely 
friable and the perforation cannot be perfectly 
closed, there is apt to be temporary leakage of bile 
and duodenal contents. In such instances the 
anastomosis has, without doubt, saved life. 

I. W. Bacu, M.D. 


Mayo, W. J.: Progress in the Handling of Chronic 
Peptic Ulcer. J. Am. M. Ass., 1922, 1xxix, 19. 


Although the internist and surgeon are still far 
apart in their estimation of the necessity for surgical 
treatment of peptic ulcer and of the value of such 
treatment, the lines of divergence are converging. 
Both agree that the indications for surgical inter- 
vention are chronic mechanical obstruction, re- 
peated hemorrhages, and acute or chronic perfora- 
tion. 

In the development of peptic ulcer there are 
periods of exacerbation and improvement. There- 
fore care must be exercised in concluding that 
medical management alone has been the factor 
ameliorating the symptoms. Careful medical 
management, however, usually results in great, and 
even permanent improvement. Successful medical 
management presupposes the hospitalization of the 
patient for a number of weeks under a rigid and 
prolonged regimen and the continuance of this 
regimen after he leaves the hospital. Prolonged 
treatment is out of the question for the great ma- 
jority of patients, and even under the most favorable 
conditions medical treatment fails to cure perma- 
nently. 

It has been found that in more than go per cent 
of duodenal ulcers and more than 80 per cent of 
gastric ulcers satisfactory results are obtained by a 
single operation. With increasing knowledge and 
experience the practice of excising certain types of 
duodenal ulcers and of combining the excision with 
the excellent pyloroplasty of Finney is becoming 
more general. Perhaps one of the great merits of 
the Finney pyloroplasty is the change it effects in 
mechanical conditions; the duodenum is drawn 
down and sutured to the greater curvature of the 
stomach at the pyloric end, thus permitting not 
only ready emptying of the stomach, but also 
alkalization of the former ulcer area. Recurrence 
of an ulcer after the Finney operation is rare. 

There are two causes of failure of surgery to re- 
lieve in cases of peptic ulcer: (1) functional dis- 
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turbances due to subsequent faulty dietary condi- 
tions, which the internist can relieve, and (2) 
mechanical disturbances due to faulty surgical 
methods, which can be relieved by secondary 
surgical procedures. 

Before the development of surgery of the abdomen 
96 per cent of peptic ulcers were believed to be in the 
stomach. As a matter of fact, only about 25 per 
cent are so situated. Ulcer was believed to be a 
disease much more common in females than in 
males, while in reality its incidence is but little over 
25 per cent in women. The preponderance of males 
over females with duodenal ulcer is perhaps due 
partly to the fact that in the female the first portion 
of the duodenum is more nearly transverse than in 
the male so that the upper duodenum is more or 
less constantly bathed by the alkaline juices of the 
bile and the pancreatic secretion. 

Roentgenograms correctly interpreted have been 
extraordinarily valuable in the diagnosis of peptic 
ulcer. Carman and his associates diagnosed by the 
roentgen ray 523 cases of duodenal ulcer in which 
operation was performed; the diagnosis was con- 
firmed in 500 cases (95.6 per cent). During the same 
period the roentgen-ray diagnosis of gastric ulcer 
in 125 cases was confirmed at operation in 122 
(97.6 per cent); eight of the ulcers, however, proved 
to be malignant. Also in the same period, eight 
cases of gastrojejunal ulcer were diagnosed, of 
which six (75 per cent) were confirmed at operation. 
In addition 7,868 cases were diagnosed as negative 
for duodenal, gastric, or gastrojejunal ulcer; explora- 
tion was performed in 631 and the absence of ulcer 
was verified in 587 (93.1 per cent). 

Pathologically duodenal ulcers are entirely differ- 
ent from gastric ulcers. Chronic gastric ulcers al- 
ways have craters, are of the callous type, and 
penetrate all of the coats of the stomach to the 
peritoneum. In the duodenum ulcers are usually 
erosions with fissures or cracks extending down 
through the musculature to the peritoneum. 

The average operative mortality from all causes 
in cases of duodenal ulcer, including the acute and 
chronic cases, is under 2 per cent. As the part of 
the duodenum usually involved is merely the 
vestibule of the small intestine, permanent inter- 
ference with function is slight. The ulcer is not 
associated with cancer liability. 

The average mortality in the operative treatment 
of cases of gastric ulcer, including the acute and 
chronic cases, is about 3.5 per cent. There is a 
definite cancer liability in the years to follow. Can- 
cer of the stomach rather often originates from ulcer 
of the stomach or perhaps from the same causes as 
those that produced the ulcer. H. W. Fink, M.D. 


Sippy, B. W.: The Relative Value of Medical 
and Surgical Treatment of Gastric and Duo- 
denal Ulcer. J. Am. M. Ass., 1922, xxix, 26. 


Judgment as to the relative value of medical and 
surgical treatment of peptic ulcer depends on a 
number of factors, chief among which are: (1) the 
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conditions and complications attending the ulcer; 
(2) the character of the surgical treatment to which 
the patient is to be subjected; (3) the skill and ex- 
perience of the surgeon; and (4) the efficacy of the 
type of medical treatment employed, especially in 
combating or removing conditions retarding or pre- 
venting the healing of an ulcer. A careful analysis 
of these factors will expedite a decision as to the 
method of treatment which could be employed to 
the best advantage. 

The surgical treatment comprises two methods of 
attack. The one, represented by gastro-enterostomy, 
leaves the ulcer area unchanged, but tends to remove 
complications and distressing symptoms and there- 
fore to bring about conditions favoring the healing 
of the ulcer. The other makes a direct attack on the 
ulcer, attempting to reduce it in size or to remove it. 
Under certain conditions the two methods are com- 
bined. Of the cases of peptic ulcer treated surgically, 
excision has been practiced in relatively few, among 
other reasons being the fact that not infrequently 
the ulcer cannot be removed because of inacces- 
sibility due to its location, adhesions, or other un- 
favorable conditions. 

In recent years there has been a growing tendency 
among the most skillful surgeons to adopt the direct 
method of attack, employing such measures as 
excision of the ulcer with the knife or cautery, 
reducing its size by means of the cautery or suture, 
resecting the ulcer-bearing portion of the stomach 
or duodenum, and incorporating removal of the 
ulcer in pyloroplastic operations. Partial gastrec- 
tomy in the hands of men like Moynihan carries a 
mortality of 4.7 per cent. Considering the fact that 
the vast majority of patients with peptic ulcer 
treated surgically are operated on by surgeons of 
much inferior training, we must hesitate to advise 
surgical treatment for the relief of peptic ulcer 
unless the conditions are such as to render operative 
measures necessary or unless the operation can 
be performed by a surgeon highly skilled in gastric 
surgery. 

Medical treatment can contribute directly to the 
eradication of the ulcer only by employing such 
measures as promote its healing. Likewise, when 
the surgical treatment of the disease does not include 
direct removal of the ulcer, eradication of the ulcer 
by the surgical measures employed must act by 
establishing conditions which promote healing. 
Therefore except in those instances in which surgical 
treatment includes removal of the ulcer, both 
surgical and medical treatment contribute directly 
to the eradication of the ulcer only by promoting 
its healing. There are two essential factors con- 
tributing to the development and chronicity of the 
clinical type of peptic ulcer: (1) local malnutrition 
or necrosis of the mucous membrane or walls of the 
stomach or duodenum; (2) the destructive action of 
the digestive gastric juice on local areas of malnu- 
trition or necrosis. 

Well-nourished and otherwise undamaged tissue 
fully resists peptic digestion even if raw surfaces 
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are exposed. The rapid healing of the usual ex 
perimental ulcer is thus explained. Unquestionabl\ 
peptic ulcer developed and attended by few or no 
symptoms heals without treatment in an enormous 
number of cases. The healing of peptic ulcer i- 
retarded or prevented by the eroding action of the 
gastric juice proportionately to the diminution in the 
vitality of the tissue exposed in the ulcer and the 
constancy with which digestive gastric juice is in 
contact with the ulcer. Gastric juice is absolutely 
inert as an eroding agent in the absence of fre« 
hydrochloric acid. The beneficial effect of gastro 
enterostomy in bringing about a cure of gastric and 
duodenal ulcer is due to a reduction in the free hydro- 
chloric acidity from 14 to 30 per cent, and more 
particularly to the accelerated emptying of the 
stomach which reduces the duration of gastric 
juice contact. 

The higher the grade of obstruction, the greater 
the benefit of operation. In high-grade obstruction 
the contact of the irritant in the gastric juice is 
reduced from twenty-four hours to between nine and 
fifteen hours each twenty-four-hour period. If the 
healing of obstructive ulcer is so greatly favored by 
such a limited reduction in the duration of peptic 
gastric juice contact, Sippy believes it is logical to 
conclude that the healing of the ulcer is much more 
greatly favored by destroying virtually all peptic 
activity by the ingestion of alkalies in carefully 
regulated doses. He has demonstrated that as a 
result of the constant protection of the ulcer from 
digestive gastric juice contact, one of the most 
common and serious complications of peptic ulcer— 
pyloric obstruction—is apt to yield rapidly. In 
approximately 85 per cent of all cases of pyloric 
obstruction of all grades the obstruction is overcome 
during the first three weeks of treatment to such a 
degree that a full meal of ordinary food is discharged 
through the pylorus within the normal seven-hour 
period. Such cases are presumably due to spasm of 
the pylorus, acute inflammatory swelling, and rarely 
to local peritonitis, while in the remaining 15 per 
cent the obstruction is due to actual tissue-narrowing 
which in approximately one-half of the cases cannot 
be completely overcome without surgical interference 
Following gastro-enterostomy for the relief of 
pyloric obstruction greater efficiency may be secured 
and the end-results improved by including accurate 
neutralization of the free hydrochloric acid in the 
after-treatment of the case. 

As to the relative value of the two methods, 
Sippy believes that in the absence of certain con- 
ditions and complications, such as are recognized 
by all as requiring immediate or ultimate surgical 
relief, the skill of the surgeon who is to perform the 
operation and the type of medical treatment to be 
employed should be the important factors influenc- 
ing the choice of procedure in a given case. The 
surgical indications outlined by Bevan may be very 
greatly broadened if the patients with peptic ulcer 
are not to be placed on a systematic and accurate 
medical treatment. 














The results that may be obtained by efficient 
neutralization of free hydrochloric acid in the treat- 
ment of ulcer may be stated as follows: 

1. The pain is completely controlled. 

2. Excessive night secretion is controlled. 

3. Hemorrhage ceases, occult blood disappears 
from the stool. 

4. Perforation occurs very rarely if at all. 

s. The penetrating type of ulcer is rapidly in- 
fluenced; the defect as shown by the X-ray rapidly 
disappears. If the defect is not definitely influenced 
during the first two weeks of treatment the patient 
should be operated on, if a skilled surgeon is avail- 
able. 

6. Cases of ulcer of the stomach and duodenum 
in which healing does not occur after surgical pro- 
cedures are relieved at once of the distressing 
symptoms so that healing may occur eventually. 

7. The ulcer becomes healed. 

It is generally agreed that except in those cases 
in which surgical treatment is clearly indicated, 
medical treatment should be given a thorough trial 
before resort is had to operation. Sippy believes that 
if his treatment is applied without modification, 
the necessity for surgical treatment of peptic ulcer 
will be greatly reduced. O. S. Procror, M.D. 


Brown, T. R.: The Relative Réles of Medical and 
Surgical Treatment in Gastric and Duodenal 
Ulcer. J. Am. M. Ass., 1922, \xxix, 20. 


Regarding the etiology of peptic ulcer Brown 
mentions almost all of the known facts and theories. 
The usual explanation of the condition is still that 
its immediate cause is the digestion of a certain 
portion of the mucosa by the proteolytic enzyme of 
the stomach, or its destruction by the corroding 
action of the hydrochloric acid. As to the contribut- 
ing causes, disturbance of circulation and consequent 
lowering of the vitality seem to be the most plaus- 
ible factors in many cases, but whether this is due 
to thrombi or emboli or constriction of blood 
vessels is often unknown. 

It is well known that experimental ulcers usually 
heal rapidly and spontaneously, but their healing 
is distinctly retarded by chronic irritation from food, 
by an artifically produced anaemia, and, according to 
some, by the administration of hydrochloric acid. 
Among other factors retarding healing are mentioned 
instability of the sympathetic and vagus systems, 
definite changes in the nerves themselves, disturb- 
ances in the motor sphere, peculiarities in the form 
of the stomach, functional or organic abnormalities 
in the vascular and nervous systems, the action of 
bacteria, and infectious emboli causing congestion 
which decreases the vitality of the tissues and their 
digestion by the gastric juice. 

There is nothing characteristic regarding the 
symptoms. In many cases the first symptom is 
hemorrhage or perforation. On the other hand, 
ulcer has been found absent in cases with classic 
symptoms. The most valuable clinical symptom 
Brown believes is periodicity of the attacks noted 
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particularly in the spring and fall and rarely in 
summer. In all cases the diagnosis must be based 
on numerous findings: vomiting, hemorrhage, the 
appetite, sensitiveness to pressure, dorsal pain 
points, evidence of hyperacidity or hypersecretion 
in the fasting stomach, evidence of pyloric obstruc- 
tion in the fasting stomach, occult blood in the 
stools, and the X-ray findings. That the diagnosis 
is often incorrect is proved by the subsequent history 
of cases or by surgical treatment. Diseases of the 
gall-bladder, renal crises, ureteral calculus, ap- 
pendicitis, carcinoma, conditions due to intestinal 
parasites, neuroses, visceroptosis, the gastric crises 
of tabes, and epigastric hernia all present similar 
symptoms and must be considered in the differential 
diagnosis. 

Brown believes that in a disease with such a 
varied etiology the treatment also must be varied. 
He regards it as very important that each case be 
individualized. A careful analysis of the patient’s 
history and a careful physical examination to deter- 
mine, among other factors, the presence or absence 
of focal infection, the condition of the circulatory 
and nervous systems, and the presence or absence 
of psychic influences in the case are of importance. 

Medical treatment should be tried first, chief 
reliance being placed on rest and diet. Rest of the 
nervous system and the mind is just as important 
as bodily rest. The diet must be non-irritating, 
furnish a sufficient number of calories, cause 
minimal gastric secretion, and yet neutralize as 
much acid as possible. If the patient is strong, or if 
the bleeding is marked, a few days of absolute 
starvation with a rectal drip to relieve thirst and to 
lessen acidosis is advisable. The diet should not be 
restricted to any one special scheme, but suited to 
the findings in the particular case and the taste of 
the patient. It is far better to satisfy a patient with 
cereals than to disgust him with an exclusive milk 
and cream diet. Whether to feed at one- or two-hour 
intervals must also be decided in each case. If 
the patient does not respond within two weeks to 
rest, simple drugs, diet, and the local application of 
heat or cold, the diagnosis is incorrect or there are 
definite complications. The use of alkalies is again 
largely a question of individual feeling, most pa- 
tients getting along better with them. If one of the 
factors in the ulcer picture is an irritable vegetative 
nervous system, belladonna is the most valuable drug 
we have and should be given in maximal doses. 

In perforation or gross obstruction which repre- 
sents organic stricture, or the tendency to repeated 
hemorrhages, or malignant change, surgery is the 
only rational procedure. In cases of chronic ulcer 
without obstruction and without repeated extensive 
hemorrhage, neither method of treatment has been 
sufficiently successful to warrant the exclusion of 
the other. In such cases Brown believes in trying 
medical treatment first. With regard to the com- 
plications of ulcer he feels that the treatment of 
extensive hemorrhage should always be medical; 
that the appearance of tetany after preliminary 
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treatment with calcium acetate or ammonium 
chloride given intravenously indicates immediate 
surgery to relieve the obstruction; and that the only 
justification for duodenal feeding is vomiting which 
cannot be controlled by other means. 

Surgery has not been universally successful in 
many of the cases as shown by the shift of surgical 
opinion as to the operation of choice: gastro-en- 
terostomy, pyloroplasty, cauterization, excision, re- 
section, the Polya operation. None of these oper- 
ations will bring about a condition approximat- 
ing the normal; each may be followed by certain 
postoperative complications such as jejunal ulcer, 
vicious circle, and recrudescence of the ulcer symp- 
toms. Following gastro-enterostomy there may be 
also intestinal indigestion and following the other 
procedures obstruction or the formation of adhesions. 
Brown has found, however, that in the chronic 
condition, even without obstruction, surgery has 
been more effective and more permanent in its 
results in the majority of cases than medical treat- 
ment, especially in cases in which pyloroplasty, 
resection, or the Polya operation have been done. 

All cases must have careful postoperative treat- 
ment in order to prevent the formation of adhesions, 
the development of a new ulcer, or the recrudescence 
of the ulcer which it has been impossible to remove. 
There should be far closer co-operation between 
the clinician and the surgeon in the study as well 
as the treatment of these cases, and the treatment 
should be a question of medicine and surgery rather 
than medicine versus surgery. 

O. S. Proctor, M.D. 


Bevan, A. D.: The Relative Value of Surgical and 
Medical Treatment of Gastric and Duodenal 
Ulcer. J. Am. M. Ass., 1922, Ixxix, 22. 


This paper reports a summary of the conclusions 
reached by Bevan on the subject of peptic ulcer, 
and represents the experience of a decade or more 
devoted to study of the condition. 

Summarizing his knowledge of the etiology the 
author states that peptic ulcer is produced by at 
least three or more factors. These he expresses in 
the form of the following equation: X-+ Y+Z= peptic 
ulcer. X represents the gastric juice with its power 
of digesting devitalized tissue. Y is an area of lower 
local resistance due to injury or a lesion of the blood 
vessels of the mucous membrane. Z is the decrease 
in the general organic resistance. The latter may 
be due to a number of quite different causes, such 
as anemia, general poor nutrition, and increased 
nervousness and nervous strain, especially worry. 
The starvation in the central European countries 
was followed by a great increase in the number of 
cases of peptic ulcer. 

With regard to the importance of focal infection 
from the teeth and tonsils, the gall-bladder, exten- 
sive skin infection following a burn, etc., Bevan 
states that this may cause acute ulcers of the stom- 
ach or duodenum through hematogenous infection 
or septic embolism of a vessel of the mucous mem- 
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brane. These acute cases heal promptly or result 
fatally. He does not believe that it is the ordinary 
cause of the clinical cases of ulcers of the stomach 
and duodenum and concludes that infection by pus 
organisms plays a minor réle in the causation and 
persistence of peptic ulcer. 

The sensations experienced by the patient may be 
described as a discomfort or distress, or an actual 
pain. When local anesthesia is used the stomach 
and duodenum can be handled with little or no 
distress to the patient; the stomach and intestines 
can be sewed and the end of the stomach can be 
burned off with a cautery without causing any 
sensation. Pulling on the viscera, however, can 
cause great pain The most frequent cause of pain 
in the abdominal cavity is distention of some viscus. 
Such, for example, is the colic following blocking of 
the cystic duct, or blocking of the ureter by a stone 
or the severe pain resulting from the obstruction of 
the bowel in ileus. Tissues which are the site of an 
inflammatory process are much mote sensitive than 
the normal tissues in the abdominal cavity. 

Bevan believes that pain in peptic ulcer occurs 
under three conditions: (1) intravisceral tension 
due to distention with gas and food and often 
associated with obstruction or spasm preventing 
normal emptying of the stomach or bowel; (2) 
irritation due to gastric juice on the raw surface of 
the ulcer, especially if it is true that tissues in this 
pathologic condition are more sensitive than normal 
tissues; and (3) the lighting up of an acute inflam- 
matory process in and about the ulcer. This pain 
may closely simulate gall-stone colic. 

The author’s theory as to the healing of ulcers is 
also expressed by the formula: X-+ Y+Z= varicose 
ulcer. X represents the obstruction of the return 
circulation; Y, usually some slight traumatism of the 
skin; and Z, the general resistance of the patient. 
A culture of the secretions of the varicose ulcer will 
show various kinds of pus organisms. A _ close 
parallel may be drawn between varicose ulcer and 
peptic ulcer as pus organisms are present in both. 
In the author’s opinion, however, these organisms 
do not play an important part, either in the pro- 
duction of the ulcer or in preventing wound healing 
although occasionally they may be the cause of the 
lighting up of an acute infection. 

If the patient be placed at absolute rest in bed, 
in a recumbent position, and the affected leg is 
elevated, the factor X, the most essential in the 
production and maintenance of varicose ulcers, is 
done away with. Usually the ordinary varicose 
ulcer will heal in a limited period under these con- 
ditions. In the healing process the bacteria dis- 
appear and complete epidermization occurs. With 
improvement in the general condition healing be 
comes more rapid. 

There are some exceptions to this rule. In callous 
ulcers there is a rim of dense scar tissue around the 
ulcer and in the crater of the ulcer itself. Here, 
healing is very slow and it may be necessary to cut 
away the callous margin and base. Another type 

















is the old chronic ulcer with such changes that the 
tissues have apparently lost their power of repair. 

Bevan believes that much the same things 
happen in the stomach and duodenum as in the leg. 
If the peptic ulcer can be placed under conditions 
eliminating the essential causes which produced and 
maintain it, healing will take place in the great 
majority of cases. A jejunostomy alone, insuring 
absolute rest of the stomach and duodenum, will cure 
almost any peptic ulcer. Next in importance is the 
neutralization of the acid gastric juice. The patient 
must be placed under the best possible hygienic con- 
ditions. In the large majority of peptic ulcers, rest in 
bed, rest of the stomach and duodenum, neutraliza- 
tion of the gastric juice, and improvement of the 
general condition will result in complete healing. 

There are definite exceptions, however, as old 
callous ulcers of the stomach or duodenum, like 
callous ulcers of the leg, are refractory especially 
when they are situated so as to impair the function 
of the stomach and duodenum. In cases of varicose 
ulcer the interference with the return circulation 
may be remedied by the application of a bandage 
or a surgical operation removing a segment of the 
veins. To prevent recurrence of peptic ulcer atten- 
tion to the diet and the patient’s general condition 
is necessary to eliminate the trauma of acidity and 
food, the nervous tension, and the general conditions 
responsible for the ulcer in the first place. 

The surgical treatment includes operations for 
perforation, for pyloric obstruction, for hour-glass 
stomach, and for the removal of the ulcer. It in- 
cludes also gastro-enterostomy and jejunostomy. 
The ulcer may be excised by one of several methods 
and the patient cured by an operation which carries 
a certain amount of risk, varying enormously with 
the skill and experience of the surgeon. Ninety 
per cent of ulcers of the duodenum and 50 per cent 
or more of ulcers of the stomach may be cured by 
gastro-enterostomy, which carries a certain risk to 
life, probably less than 2 per cent in skilled hands, and 
a risk of jejunal ulcer in 3 per cent of the cases. 

As to the manner in which gastro-enterostomy 
cures peptic ulcer, Bevan states that its greatest 
value is in its safety-valve action, the relief of tension. 
In duodenal ulcer, after the gastro-enterostomy has 
been performed, there is a spasm of the pylorus 
causing all material to pass through the new open- 
ing The ulcer is thus enabled to heal rapidly, and 
after healing has occurred the pyloric spasm relaxes 
in whole or in part and the gastric contents begin to 
take the normal course through the pylorus. In 
cases of gastric ulcer the relief from gastric tension, 
the more free emptying of the stomach, and the 
neutralization of the gastric juice by the bile and 
pancreatic juice, furnish the logical explanation. In 
jejunostomy the placing of the stomach or duodenum 
at rest accomplishes the result. The method is not 
very practical, however, and should be reserved as 
a preliminary procedure in certain severe cases. 

Excision of the ulcer seems to be the ideal treat- 
ment but its risk is considerable. It is the operation 
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of choice when it can be performed without great 
risk and without resulting deformity. The Billroth 
excisions 1 and 2 have proved very successful in the 
hands of a few expert surgeons. Their mortality 
is only 1 to 2 percent. These are extensive resections 
of the stomach and duodenum, but accomplish four 
definite things: (1) removal of the ulcer; (2) re- 
moval of the pylorus and the element of pyloro- 
spasm; (3) removal of a large secreting area of the 
stomach and diminution of the free hydrochloric 
acid; and (4) removal, with the ulcer area, of a 
possibly existing or a potential carcinoma. 

Bevan states that if he, himself, had a peptic 
ulcer he would try medical management first, 
that his chances of cure would be 80 or go per cent, 
and that he could keep well if he took reasonable 
care of himself. In case of repeated hemorrhages 
from a duodenal ulcer, he would want a gastro- 
enterostomy. If in spite of good medical manage- 
ment, relief were not complete, he would desire a 
gastro-enterostomy. If in spite of good management 
the symptoms still persisted, he would want the 
benefit of an exploratory operation. If at operation 
a callous ulcer were found on the gastric side of the 
pylorus, he would want the benefit of a second 
Billroth operation. If he had an operation for ulcer 
of any type he would want medical ulcer manage- 
ment as part of the after-care to reduce to minimum 
chances of jejunal ulcer. O. S. Proctor, M.D. 


Mayo, C. H.: The Cause and Relief of Acute In- 
testinal Obstruction. J. Am. M. Ass., 1922, 
Ixxix, 194. 

The high mortality attending ileus can be lowered 
by early diagnosis, judgment, and prompt action 
when the condition is relievable. Obstruction due 
to the various types of hernia is not so common as 
formerly because these conditions are more fre- 
quently repaired in the elective period and the 
danger of prolonged taxis has become better ap- 
preciated. Gangrene occurring in the obstructed 
segment produces a powerful toxin. True intra- 
abdominal ileus due to bands, volvulus, or openings 
in the mesentery or in the diaphragm are more 
serious because of the added difficulties of diagnosis. 

Another form of toxin occurs in the more rapidly 
fatal high intestinal obstruction which is produced 
by the action of a pancreatic ferment. Obstruction 
just below the duodenum causes alkalosis with 
tetany and the vomiting of green material which has 
little odor until just before death. Obstruction 
lower in the tract is manifested by vomiting of 
foul fluids. These should be removed at frequent 
intervals by the stomach tube. High obstruction 
should have prompt surgical relief, at which time 
drainage of the paralyzed segment of bowel is best 
done by enterostomy. The lower the obstruction 
in the intestinal tract the less serious the toxemia. 

Colonic obstructions are most commonly due to 
malignancy, and usually in these cases temporary 
periods of partial obstruction precede the complete 
obstruction. Time should not be lost in efforts to 
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make an exact diagnosis; surgical measures should 


be instituted at the earliest moment. The dangers 
of an unnecessary exploration are trivial compared 
with the grave risks of delay. 

Patients requiring relief of obstruction of the 
large bowel are usually in extremis and the operation 
should be limited to a life-saving procedure such as 
colostomy or enterostomy. The complete operation 
of resection is rarely justifiable as it doubles the 
operative risk. The nature of the obstruction should 
be determined at operation and the advisability and 
nature of future operation decided from the cause of 
the obstruction. In malignant cases the presence 
or absence of metastases in other viscera should be 
determined. It may be difficult to differentiate di- 
verticulitis from malignancy. Patients with post- 
operative obstruction too often suffer from delay in 
the hope that the condition will clear up. The 
stomach tube becomes a valuable test in deter- 
mining the state of affairs in obstruction. 

If exploration is done early in postoperative ob- 
struction freeing of adhesions will suffice, but if it is 
delayed, ileostomy or jejunostomy is indicated. When 
done early, exploration may be made through the 
original incision, but after five days it is advisable to 
make a new incision to avoid spreading infection 
from the primary wound. In the presence of in- 
fection the enterostomy tube should be brought 
through the omentum and through a separate 
opening in the abdominal wall to allow better clos- 
ure of the working incision. Local anesthesia is 
the anesthesia of choice. V. G. Burpen, M.D. 


Gutiérrez, A.: Interpretation of a Duodeno- 
Pancreatic Anomaly (Anomalia duodenopan- 
credtica: su interpretacian). Semana méd., 1922, 
Xxix, 409. 

In the examination of the abdomen of an adult 
cadaver the author discovered an_ interesting 
duodeno-pancreatic anomaiy. The duodeno-jejunal 
angle was in an abnormal position, being situated 
to the right of the median line and resting over the 
right antero-lateral part of the vertebral column. 
In consequence the mesentery, instead of lying 
obliquely from above downward and from left to 
right, was disposed vertically. A large peritoneal 
diverticulum was found to the left of the duodeno- 
jejunal angle, opening toward the right. This was 
formed by a resistant peritoneal fold the concavity 
of which faced the left of the mesentery. A large 
part of its posterior wall was connected with the 
anterior surface of the left kidney. Exaggerated 
development of the cephalic segment of the pancreas 
and other minor anomalies were noted. 

In endeavoring to interpret these findings the 
author states that during embryonic life the duo- 
denum with the head of the pancreas lies at first 
in the median line and is fixed by its mesentery to 
the posterior abdominal wall. While the vitelline 


duct is undergoing a process of torsion the duodenum 
also undergoes changes which give it its ultimate 
form and situation. 


Its growth being fixed and 
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limited in its upper part, it is forced to lengthen 
downward, and its most distal part, the duodeno- 
pancreatic angle, is displaced to the left and, 
pushing toward the superior mesenteric artery, 
describes an angle of 270 degrees about the origin 
of this artery. When the duodenal loop has once 
undergone elongation and displacement, it becomes 
secondarily fixed to the posterior abdominal wall. 
Failure to develop in this normal manner was the 
cause of the anomalies observed in the author's 
case. The duodeno-jejunal angle had not reached 
its normal position and had not been normally 
displaced to the left of the median line or twisted 
to an angle of 270 degrees as in the normal condition. 
W. A. BRENNAN. 


Hesse, E.: Postoperative Trophoneurotic Gangren- 
ous Disease of the Ileum and Colon (Trophoneu 
rotische gangraenoese postoperative Erkrankung 
des Ileum und Kolon). Westnik Chirurgii i pogranit 
schnych oblastei, 1922, i, 58. 


The author reports five cases of hemorrhagic 
enterocolitis following operation on the stomach. 
Three were cases of duodenal ulcer treated by 
gastro-enterostomy with exclusion of the pylorus 
according to the von Eiselsberg technique (two 
deaths from necrosing colitis; one cure), one was a 
case of carcinoma of the stomach treated by resec 
tion by the Billroth II method (death seven weeks 
later from pneumonia and pulmonary gangrene fol 
lowing recovery from hemorrhagic colitis), and one 
was a case of carcinoma of the cesophagus treate«| 
by gastrostomy (death from hemorrhagic colitis). 

As errors in diet could be excluded in every 
instance and the bacilli of dysentery could not be 
found in the faces, the author presents the hypothe- 
sis that the necrotico-diphtheritic changes in the 
intestinal mucosa had a trophoneurotic cause. In 
support of this view he cites Pawlow who stateci 
that operations on the stomach or duodenum in 
experimental animals are frequently followed by 
disturbances of innervation such, for example, as 
paralysis of the posterior extremities, cardiac weak 
ness, ulcers of the mouth, decubitus of the skin, a 
decrease in the temperature and the pulse rate, and 
fatal necrotic enteritis. Pawlow attributes these 
complications to operative stimulation of the in 
hibitory fibers of the heart and those which inhibit 
intestinal secretion. He distinguishes positive 
trophic nerves which stimulate, and negative 
trophic nerves which depress, the activity of an 
organ. The stimulation of the latter nerves by 
operative manipulations on the stomach or duode 
num checks the secretory activity of the intestinal 
mucosa and favors the action of harmful intestinal 
bacteria. Our efforts toward prophylaxis should 
therefore aim at sparing the stomach and duodenum 
as much as possible. When extensive operations 
which lower the hydrochloric acid content must b« 
performed (the von Eiselsberg and Billroth II 
operations), hydrochloric acid and acidopepsin 
should be prescribed. Petrow (Z). 



















































Judd, E. S., and Rankin, F. W.: Ileostomy Follow- 
ing Resection of the Colon. Surg., Gynec. & 
Obst., 1922, XXXV, 50. 

Ileostomy following resection of large bowel is a 
rational and advantageous procedure and has been 
performed many times at the Mayo Clinic. Re- 
section of the right half of the colon is a safer and 
easier procedure and better from the standpoint 
of prognosis than resection of the left half because 
(1) the right half of the colon is more mobile, and (2) 
its blood supply is more constant so that necrosis is 
not so apt to occur at the point of anastomosis. 
The blood supply of the ileum is always sufficient 
and the continuity of the intestinal tract may be 
restored by end-to-end or lateral anastomosis. The 
former is preferred and is effected with three layers 
of sutures. If the lumina of the two ends are dis- 
proportionate, the ileum may be split opposite the 
border of the small intestine. 

Because of the uncertainty of the blood supply 
of the left half of the colon and the consequent dan- 
ger of leakage at the suture line, abdominal drainage 
is indicated whether end-to-end or lateral anastomo- 
sis is effected. Fortunately, the resulting fistule 
are of short duration and the local peritonitis which 
sometimes follows rarely spreads. 

The advantages of ileostomy as a safety valve and 
a ready drain to the proximal! intestine are obvious. 
Back pressure from gas is avoided as well as the 
toxic products of chronic, progressive intestinal 
stasis. 

The technique of the ileostomy performed by the 
authors is an adaptation of the Witzel method of 
gastrostomy. The loop of intestine is attached to 
the lower angle of the incision which is usually 
paramedial. This is preferable to a stab wound in 
cither iliac fossa. Prolonged wound drainage from 
contamination is rare, and intestinal fistulae have 
not been observed. A loop of intestine about 30 to 
40 cm. proximal to the anastomosis is stripped of its 
contents and held by rubber-covered clamps. A 
pursestring suture is applied to the area opposite 
the mesenteric attachment and an opening made 
into the lumen with a knife. A small rubber catheter 
with the end cut off and several fenestrations in the 
side is inverted into the lumen. The pursestring 
is tied and cut and a new suture used around the 
base of the tube, making a second invagination. 
The catheter is then depressed longitudinally to 
close the intestinal wall while the serous and mus- 
cular coats are drawn over it. 

After completion of the enterostomy the catheter 
is attached in the lower angle of the wound to the 
parietal peritoneum and closed off with a clip to be 
opened when necessary. No. 8 catheters are the 
most satisfactory. The silk sutures used generally 
cut through readily and the catheter drops out about 
the twelfth day. The ease with which distention is 
prevented by this method is in striking contrast 
to the persistent and less successful use of enemas. 

Following this operation nothing should be given 
by mouth for several days. Morphine should be 
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administered in adequate doses to control pain and 
inhibit peristalsis. 
A brief review of the history and the different 
methods of ileostomy is given. 
MERLE R. Hoon, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Kuemmell, Jr.: Surgical Cure of Biliary Fistule 
(Operative Heilung der Gallenfisteln). Zentralbl. 
f. Chir., 1922, xlix, 614. 

Kuemmell describes a surgical procedure for the 
direct joining of the cavity of the fistula with the 
duodenum, an operation for the obliteration of 
fistula in which no trace of the stump of a bile duct 
can be found. One short shank of a T-tube is 
sutured into the rigid-walled cavity of the fistula 
in the connective tissue and the other introduced 
into the duodenum, while the long shank of the 
tube is brought out of the wound. The rubber 
drain is not penetrated by the suture. Uneventful 
healing occurred in two cases reported. The tube 
was removed at the end of four weeks. The new 
connection between the biliary tract and the intes- 
tinal canal is, according to Kuemmell, a connective 
tissue tube. 

In the discussion of this paper Jenckel stated that 
he was the first to use this method for the cure of 
biliary fistula. He employed it successfully in 1905 
in a desperate case of cicatricial obstruction of the 
choledochus. Later DeGraeuve and Verhoogen 
reported other cures obtained in this manner. 
Wilms took up the method and put it on a scientific 
foundation. Jenckel has operated on six cases in 
the past ten years with no failures. 

In answer to a question by Anschuetz, Jenckel 
said that in his opinion there occurred in the newly 
formed bile duct an epithelization of the connective 
tissue passage formed by the tube, and that this 
process started at the ends. This view was support- 
ed by Pels-Leusden. Giass (Z). 


Wesselkin, N. W.: The Drainage of Bile into the 
Intestine After Extirpation of the Gall-Bladder 
(Der Austritt der Galle in den Darm nach Extirpa- 
tion der Gallenblase). Russk. Physiol. Jurn. imeni 
Ssetschenowa, 1921, iii, 14. 

‘It is known that under normal conditions bile is 
secreted by the liver without interruption. It is 
emptied into the intestine, however, only during 
digestion, or, if no food is taken, periodically. Thus 
it collects in the excretory ducts, or more particular- 
ly in the gall-bladder, and passes out into the intes- 
tinal canal under certain conditions. In order to 
study the bile flow after cholecystectomy the author 
proceeded as follows: 

First the papilla of vater in a dog was brought out- 
side by Pawlow’s method and in this way the flow of 
bile was studied during fasting and when the animal 
was given various diets. Then the gall-bladder was 
removed and the bile flow again observed. 
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It was found that there was no important differ- 
ence in rhythm in the bile flow before and after the 
extirpation, and particularly that the flow was not 
constant after cholecystectomy as has been assumed 
by many. At necropsy on the dog one month after 
the operation, a widening of the large (not of the 
fine) bile ducts and of the stump of the cysticus was 
demonstrated. Petrow (Z). 


Tenani, O.: The Surgery of Vater’s Papilla (Con- 
tributo alla chirurgia della papilla del Vater). 
Policlin., Rome, 1922, xxix, sez. chir., 291. 

Tenani reports the case of a soldier in which he 
removed a tumor of the papilla of Vater. The con- 
dition was at first diagnosed as occlusion of the com- 
mon duct but exploration showed the presence of a 
duodenal tumor obstructing the mouth of the pan- 
creatic duct; nodules could be palpated also in the 
vicinity of the head of the pancreas. The surface of 
the tumor was somewhat ulcerous. A_ posterior 
gastro-enterostomy and a choledocho-enterostomy 
were done as preliminary operations and followed 
at the end of a month by a radical duodeno-pancrea- 
tectomy by the technique of Kausch. Such an opera- 
tion has been previously done only by Koerte and 
Kausch. Koerte’s patient died thirteen days later 
from loosening of the sutures. Kausch’s patient 
lived twenty-three months after the first operation, 
but then developed icterus, was re-operated upon, 
and died. 

In Tenani’s case the result has been completely 
successful. The patient is alive and well three years 
after the operation. Histologic examination of the 
tumor showed it to be a cylindrical-celled and calci- 
form epithelioma. 

Vaterian tumors may be classified into three 
groups according to whether they arise from: (1) the 
termination of the common duct; (2) the termina- 
tion of the duct of Wirsung; or (3) the ampulla it- 
self. Such tumors are very rare. Of 3,218 carcino- 
mata found by Ferrari in 44,278 necropsies only nine 
were in the papilla, and in 2,000 operations on the 
biliary passages Kehr found only three such tumors. 

The operative treatment applied has been either: 
(1) simple papillectomy; (2) papillectomy combined 
with duodenal excision; or (3) duodenal resection 
and removal of the head of the pancreas. In a 
review of cases of these operations reported in the 
literature the author found that in fourteen cases of 
papillectomy there were seven operative deaths, the 
result in two cases is unknown, the tumor recurred 
after one or two years in two cases; two patients 
were cured for more than six years; and another was 
cured but followed for only four months. In eleven 
cases of papillectomy with duodenal resection there 
were four operative deaths, four recurrences, two 
recoveries maintained for two or more years, and 
one doubtful recovery. Therefore these two methods 
were followed by eleven operative deaths and only 
four lasiing recoveries. 

The author therefore believes that a more radical 
method is necessary, a method removing the glands 
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tributary to the ampulla to reduce the chances of 
recurrence. Such a radical method is duodenvo- 
pancreatectomy according to the technique of 
Sauve, Kausch, or Desjardins. Tenani prefers 
Kausch’s technique which was that followed with 
success in his own case (the third operated upon 
on record). This is a two-stage procedure. The first 
stage consists of laparotomy, duodenal exposure, 
exploratory duodenostomy, cholecysto-enterostomy, 
resection of the common duct, burial of the vesicular 
extremity beneath the peritoneum, and anastomosis 
of the two jejunal loops. The second stage, which 
is done about four weeks later, includes gastro 
enterostomy, section of the duodeno-hepatic liga 
ment and the duodenum near the pylorus, burial of 
the stump, the removal of all glands in the vicinity 
apt to be affected, and resection of a tract of the 
pancreas near the ampulla of Vater. 

The most difficult part of partial pancreatectomy 
is the treatment of the stump and the re-establish 
ment of the course of the pancreatic secretion. The 
best solution of this problem is pancreato-enteros 
tomy. Ligation of the duct and its separate im 
plantation in the intestine has been proved imprac 
tical by experiments. The outlet of the pancreas 
into the intestine should be protected with a strip of 
peritoneum. The possibility of obtaining a goo:l 
functional result from grafting the resected pan 
creatic stump into the intestine was demonstrated 
by the cases of Kausch and that of the author. 
Although Kausch’s patient died of biliary obstruc 
tion twenty-three months after the primary opera 
tion the autopsy disclosed no evidence whatever of 
carcinomatous recurrence. W. A. BRENNAN. 
Inlow, W. D.: 


Spleen and Pancreatic Secretion. 
Sc., 1922, clxiv, 29. 


The Spleen and Digestion: The 
Am. J. M. 


It has often been assumed that during the digestive 
congestion of the spleen a substance is liberated into 
the blood stream which transforms the zymogen of 
the pancreas into active trypsin (Schiff-Herzen 
hypothesis). Many experimental investigations 
which have seemed to substantiate this theory have 
been digestive tests made im vitro with pancreatic 
and splenic infusions; many others which have 
seemed to invalidate it have been experiments on 
animals with permanent pancreatic fistule. 

Sweet and Ellis have recently reported striking 
simple atrophy of the spleen following complete 
removal of the external secretion of the pancreas. 
They believe this atrophy is greater than can be 
explained by the loss in body weight occurring under 
such circumstances and that it suggests a specific 
inter-relationship of the pancreas and spleen. 

Preliminary to the investigation of the Schiff- 
Herzen hypothesis Inlow developed a new technique 
for the formation of a permanent pancreatic fistula. 
The classic technique (Pawlow) previously employed 
is as follows. 

The duodenum is delivered through a midline or 
right rectus incision, the entrance of the pancreatic 



























duct is isolated, and a rhomboidal piece of the 
duodenal wall bearing the orifice of the duct in its 
center is excised. The opening in the bowel is 
closed and the isolated piece of intestine sewed into 
the slit in the abdominal wall, the duodenum being 
retained against the anterior parietes by temporary 
suspension sutures. 

The new operative procedure may be performed 
in one or two stages. The duodenum is transplanted 
under the skin of the abdomen, the duodenal axis 
is severed at its entrance into the intestine, and the 
duct is brought to the surface through a stab wound 
in the skin at a point away from the primary oper- 
ative incision. The great advantage of this tech- 
nique is that the proteolytic ferment in the pan- 
creatic juice is inactive and does not digest the 
abdominal wall. The success of the operation de- 
pends on: (1) the avoidance of opening the in- 
testine which would be associated with the possi- 
bility of stricture of the duodenum or peritonitis, 
(2) the prevention of retraction and necrosis of the 
duct due to tension by the transplantation of the 
duodenum under the skin, and (3) the avoidance of 
subsequent closure of the fistular orifice by in- 
clusion in the operative scar. 

In a previous study Inlow presented data con- 
cerning the pancreatic secretion before and after 
splenectomy in two dogs with permanent pancreatic 
fistulae of the type last described. Removal of the 
spleen caused no definite changes in the amount, 
alkalinity, or content of trypsin, steapsin, and 
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amylase of the pancreatic secretion. It was con- 
cluded that a trypsinogenic function of the spleen 
had not been demonstrated. 

In this study the effect on the spleen of removal 
of the external secretion of the pancreas, whether 
by ligation of the pancreatic ducts or by resection 
of the duodenal portion of the gland, was investi- 
gated in a series of dogs. Control animals with 
equal loss in body weight obtained by fasting were 
similarly studied. A mathematical method was 
evolved for the determination of the weight of the 
spleen in vivo, provided certain splenic measure- 
ments are taken and the final weight of the spleen 
at the death of the animal is known. In this in- 
vestigation Inlow demonstrated that there is a 
notable diminution in the size of the spleen on 
removal of the external secretion of the pancreas 
which is out of all proportion to the loss in body 
weight. However, a similar phenomenon occurred 
in the fasting animal and in the animals with in- 
anition from any other cause, whereas in a dog 
losing over one-half of its pancreatic juice through 
a fistula and yet maintaining its body weight, such 
diminution in the size of the spleen did not occur. 
Histologically, the changes in the shrunken spleen 
were those of simple atrophy. 

It was concluded from these investigations that 
a definite functional relationship between the spleen 
and pancreas has not been demonstrated, but that 
in inanition, a marked loss in splenic substance 
occurs, the meaning of which is still obscure. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, ‘eee 
MUSCLES, TENDONS, ETC 


Valentin, B.: A Peculiar and —reete Unknown 
Form of Multiple Epiphyseal Disturbances 
(Ueber eine eigenartige, bisher unbekannte Form 
multipler Epiphysenstoerungen). Fortschr. a. d. Geb. 
d. Roentgenstrahlen, 1922, Xxix, 120. 

The author describes a case of multiple, chronic, 
and severe afiections of the symphyses and epiphyses 
of the left knee, the right ankle, and the proximal 
joint of the middle finger in a child 7 years of age. 
The cause of the condition may be tuberculosis, 
syphilis, or any other chronic infection come up for 
consideration. A negative Wassermann test of the 
blood and cerebrospinal fluid was against syphilis, 
and tuberculosis was excluded by the negative 
result of the von Pirquet test. The microscopic ex- 
amination of a small piece of intermediary cartilage 
and diaphyseal bone showed no signs of tuberculosis, 
but there were marked changes in the otherwise 
regular disposition of the cartilage cells of the inter- 
mediary cartilage; the apparently normal cell forms 
were jumbled together and forms, usually not found 
in children of this age, were present. Valentin sug- 
gests that this case may belong to that group of dis- 
ease processes resembling the bone affections de- 
scribed by Perthes, Ludloff and Koehler. BaNce (Z). 





Verebély, T.: Bone Cysts (Ueber Knochencysten). 
Orvosképzés, 1922, Xii, 1. 

The author had occasion to operate on twenty- 
nine cases of bone cysts within ten years and to 
examine the cysts histologically. He classifies his 
cases as follows: 
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Serous cysts: 

Systemic: 
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Neoplastic: 
PCT eer rr rete 2 
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Water cysts: hydatid cysts...... 


The blood cyst occurred in the upper epiphysis of 
the tibia of a male seventeen years old a few months 
after an injury and was the cause of severe pain. On 
incision, a pulsating blood stream poured forth. 
Amputation below the knee was done. Microscopic 
study showed the presence of osteitis fibrosa. 











The two oil cysts occurred in the fibula of two 
persons with tabes. One was found in the head of 
the fibula and the other in the external malleolus. 
After incision of the cyst the defect was filled with 
bone splinters. 

Of the three solitary, serous, callus cysts, two were 
in the femur and one in the fibula. In every case 
the cyst produced a complicated fracture. 

The two osteoperiosteal cysts arose from injury 
to the orbit and caused exophthalmos. 

All of the fourteen dysplastic bone cysts occurred 
in persons under 20 vears of age, the majority 
between eight and twelve years. In ten cases the 
humerus, in two cases the trochanter, and in one 
case each the tibia and the hard palate were in- 
volved. In nine cases the cysts caused spontaneous 
fracture of the humerus. Those occurring in the 
tibia and the palate showed the structure of an 
epulis-like. giant-celled granuloma. All of the cases 
were operated on and in thirteen a bone trans- 
plantation was done with good results. 

Of the chondromatous cysts, one that was one 
and one-half times as large as a fist occurred in the 
upper epiphysis of the humerus and the other ina 
finger joint. The round-celled sarcomatous cyst 
affected the trochanter. 

Of the carcinomatous cysts, one was a metastasis 
from a cystic cancerous goiter and caused spontane- 
ous fracture of the humerus. After one and one-half 
years, a struma nodosa cystica developed between 
the surfaces of the left shoulder blade. This was 
treated by resection. After another period of one 
and one-half years transverse myelitis developed as 
the result of pressure from a tumor of the seventh 
thoracic vertebra as large as a hen’s egg. Laminec- 
tomy was then done. Death followed three months 
later from general metastases. The other case was 
that of a man 21 years old with two fist-sized cysts 
in the trochanter, for which resection and bone 
transplantation were done. Death followed in 
three years from cancer of the lung. 

The water cyst was an alveolar echinococcus 
cyst of the pelvic bones. VON LOHMAYER (Z). 


Starr, C. L.: Acute Haematogenous Osteomyelitis. 
Arch. Surg., 1922, iv, 567. 

The condition called osteomyelitis is essentially a 
periosteomyelitis involving all of the structures of 
bone. However, contrary to general belief, the infec- 
tion spreads, not by way of the medulla, but along 
the line of the epiphysis to the periosteum. As the 
periosteum is firmly attached to the epiphyseal 
cartilages, it then leaves its joint-bound course and 
spreads down the shaft, stripping the periosteum. 
This is shown by pathologic findings in the bodies of 
persons who died of concomitant disease in which 
the epiphyseal line and the periosteum were ex- 
tensively involved but no lesion was found in the 
medulla. It has been demonstrated also experi- 


mentally by the injection of virulent organisms into 
the nutrient artery of dogs which caused extensive 
peri-osteitis but little involvement of the medulla. 
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The medulla is involved secondarily by extension 
through the haversian canals from the periosteum 

The author agrees with other observers that the 
infiltration and raising of the periosteum causes jo 
X-ray shadow and hence negative X-ray findings 
are of no value in ruling out the disease. 

If upon incision, frank pus is encountered beneath 
the periosteum, the periosteum should be incised 
and drainage established. If frank pus is not found, 
even the periosteum is stripped, a series of thre: 
diagonal drill holes should be made '4 in. apart 
from the cortex to the epiphyseal line to allow fre: 
escape for infectious material. The trephining of the 
shaft for several inches is to be condemned. 

Davip TeLtson, M.D 


Kofoid, C. A., and Swezy, O.: Ameebiasis of the 
Bones. J. Am. M. Ass., 1922, \xxvili, 1602. 


The authors report the discovery of endamocha 
dysenteria in a case of arthritis. The case presented 
was that of Dr. L. W. Ely of Stanford University 
Medical School. The amoebe were found in thi 
head of the excised femur. They were differentiated 
from the surrounding body cells by the arrange 
ment of the karyosomes and by their staining char 
acteristics. Other facts regarding individual differ 
ences between amoebe and human cells arepresented 

The question is discussed as to whether these bon 
amoebe arise in the teeth and tonsils (endamacba 
gingivalis) or in the bowel (endamceba dysenteriz ) 

J. R. Mrrcuect, M.D. 


Axhausen: Syphilitic Disease of the Joints (Di: 
luetische Erkrankung der Gelenke). Fortschr. d 
Med., 1922, xl, 141. 

With the aid of eighteen short histories, four roent 
genograms and one illustration, the author discusses 
the pathologic anatomy and the clinical findings of 
joint syphilis and specifically the joint diseases asso 
ciated with hereditary lues and the late stages ol 
acquired syphilis. As joint syphilis is seen quite 
often, as it is often not diagnosed, and as the failure 
of diagnosis results disastrously (bony ankylosis) 
whereas specific treatment of early cases at least 
restores function, the author discusses the diagnosis 
of this disease in detail and especially its differentia! 
diagnosis from joint tuberculosis. 

The joint most frequently involved is the knee 
and strikingly often both knees. Next in frequency) 
of involvement is the elbow; also not rarely both 
elbows. The joints of the foot, shoulder, and hand 
are affected only slightly less frequently, and th« 
hip, sterno-clavicular, and upper tibio-fibular joints 
may also be involved. Frequently there is multiple 
joint involvement and one of the diseased joints 
already shows bony ankylosis. 

Syphilis of the joints is of two forms, the synovial! 
and the osseous. The clinical picture of synovial! 
joint syphilis may show strikingly different types and 
may resemble that of rheumatic polyarthritis or 
gonorrhceal monarthritis. Bilateral flaccid knec 
joints, a slightly cloudy yellowish exudate, slight 















swelling of the capsule, and moderate symptoms are 
almost pathognomonic of hereditary lues. The pain 
and the tendency to contracture and muscle atrophy 
are usually less than in tuberculosis. The most im- 
portant point in the differential diagnosis is the 
Wassermann reaction; a strongly positive result in 
the blood practically proves the luetic nature of the 
disease. In a whole series of cases the joint fluid 
(when hydrops was present) also showed a strongly 
positive Wassermann reaction, often even when the 
blood was negative. In those rare cases of joint dis- 
cases with a negative Wassermann reaction, absence 
of luetic symptoms, unsuccessful antirheumatism 
treatment, and negative tests for tuberculosis there 
should be no hesitancy in giving energetic antilues 
treatment as it may result in cure. The roentgeno- 
gram may show characteristic findings. In addition 
to erosion of the joint surfaces there may be uncir- 
cumscribed subchondral foci, often with wedge- 
shaped sequestra and atrophy of the rest of the 
epiphysis although otherwise the structure may be 
intact and the surface of the extra-articular side 
may be smooth. 

In the osseous form of joint syphilis there are 
diffuse bony changes (loss of the normal structure, 
cloudy haziness, and periosteal bone formations) 
which in some cases extend far into the shaft. In 
addition to the joint disease, a doughy swelling in the 
region of the adjacent bone shaft is observed. This is 
painful and thickened, and if the disease has ex- 
tended to the musculature, may suggest a sarcoma. 
Relatively frequently adults are found to have a 
diffuse bone syphilis. The treatment is the usual 
antilues treatment (potassium iodide, mercury, and 
salvarsan). Not infrequently severe, long-standing 
joint syphilis results in ankylosis, but even when 
the joint is left with good function, its ultimate fate 
is not assured. Slight sensitiveness of the cartilage 
indicates a guarded prognosis as it shows that the 
disease has resulted in injuries of the cartilaginous 
covering, and such disturbance of its nutrition usu- 
ally leads to arthritis deformans. 

Joint syphilis may simulate also the primary 
chronic polyarthritis of infancy. In these cases early 
diagnosis makes possible effective treatment where- 
as chronic polyarthritis cannot be influenced. 

Lues should be borne in mind in the treatment of 
every case of joint disease of unknown etiology. 

HOFFMANN (Z). 


Hanausek, J.: A New Method of Massage and of 
Electrization in Joint Contracture and Mus- 
cular Paralysis (Nouvelle méthode de massage et 
d’électrisation dans la contracture des articulations 
et les paralysies musculaires). Rev. d’orthop., 1922, 
3 S. ix, 345. 


Up to the present time, massage and electricity 
were employed in the treatment of joint contracture 
and slight paralysis without taking account of the 
position of the limb with regard to the joint or the 
approximation of the points of origin and insertion 
of the muscles involved. 
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In the method recommended by Hanausek the 
greatest attention is paid to the contracture and 
the antagonists of the contracted muscles are 
massaged and “electrified.” 

In pes equinus due to contracture of the triceps 
sure the condition is ordinarily treated by massage 
and electrization of all the leg muscles. The ex- 
tensors of the leg are stretched and weakened. In 
order to make the excited muscles contract under 
massage and electricity when the strong contracture 
of the antagonists is opposed to them, as much 
weight traction as possible is applied to the tri- 
ceps muscle which then approximates the origin 
and insertion of the extensors more than if the 
contracture is neglected. The extensors can con- 
tract much more when excited by massage or elec- 
tricity, than following the older methods of treat- 
ment. 

The author shows also how the traction-plus- 
massage method can be applied to other joints. 

W. A. BRENNAN. 


Ssoson-Jaroschewitsch, A. J.: The Spread of Pus 
Foci in the Scapular Region as Shown by 
Anatomical Experiments (Die Verbreitung der 
Kiterherde in der Regio scapularis vom Standpunkte 
des anatomischen Experiments). Inst. d. oper. Chir. 
u. ‘lopogr. Anat. d. Prof. W. N. Schewkunenko., 
Petrograd, 1921. 


This work consists of four parts. In the first the 
author discusses the clinical problems presented by 
the many cases of deep pus foci in the shoulder 
region. There are a number of questions concern- 
ing the primary localization and the manner of 
spread of these abscesses which have not yet been 
answered. The author made sixty-five injections of 
the interfascial spaces of the shoulder region, and 
by a comparison of the results obtained in clinical 
cases, which he had observed himself, he arrived at 
conclusions of practical importance. 

In the second part of the work he gives a descrip- 
tion of the shoulder joint and the fascie of the 
scapula. At the posterior margin of the infraspinatus 
muscle the fascia infraspinata separates into two 
lavers, the superficial and the deep. The deep layer 
of the fascia takes part in the formation of the 
mesial sheath wall of the deltoid muscle and is 
attached to the coraco-acromial ligament opposite 
the point of attachment of the fascia supraspinata. 
Covering the deltoid muscle, it runs under the short 
head of the biceps and under the coraco-brachialis 
muscles. At the same time it covers the capsule of 
the shoulder joint and the insertions of the muscles 
of the scapula and the humerus as far as the surgical 
neck. There is thus constructed for the shoulder 
joint a humero-scapular hemisheath and it is with- 
in the region of this hemisheath that the movements 
of the head of the humerus take place. This same 
structure has a certain pathological importance since 
it is connected with the other interfascial spaces. 
By an opening under the acromio-clavicular fornix 
it joins the fissure-like space between the fascia 
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supraspinata and the trapezius muscle which con- 
tains a large quantity of fatty tissue. On the other 
side, under the acromial process and the coraco- 
acromial ligament the hemisheath connects with the 
space which is found under the fascia supraspinata. 

On the basis of these anatomical facts, it is pos- 
sible to picture the spread of abscesses of the shoul- 
der region. Superficial abscesses situated between 
the trapezius muscle and the subscapular fascia 
(particularly when they have involved the connec- 
tive tissue) spread under the deltoid muscle in the 
neighborhood of the shoulder joint. The connection 
between the hemisheath and the sheath of the 
supraspinatus muscle is the route of further spread 
of the pus from the shoulder joint into the sheath of 
the muscle named and vice versa. In a number of 
cases the mass which the author injected under the 
trapezius muscle found also another route to the 
shoulder region, spreading over the upper margin of 
the scapula into the gap between the subscapularis 
and anterior serratus muscles, that is, into the so- 
called antescapular space. By way of the latter, it 
reached the shoulder joint. The findings of the 
anatomical research are corroborated by clinical 
illustrations. 

In the third part of the work the author gives a 
description of the fascia of the scapular region and 
the fascial sacs. He distinguishes five fascie of the 
scapular region. The first is a portion of the super- 
ficial fascia. The second covers the trapezius muscle 
on the posterior and lateral sides and is adherent 
to the next fascia. The third covers the levator 
scapulz muscle and the rhomboid muscles and con- 
tinues onto the posterior surface of the shoulder, 
where in part it merges into the fascia infraspinata. 
Somewhat lower down it covers the posterior sur- 
face of the latissimus dorsi muscle. Between the 
fascia infraspinata and this fascial layer (that is, the 
complex of the second and third fascia) there is a 
narrow gap. The fourth fascia covers the anterior 
surfaces of the rhomboid muscles and the levator 
scapula muscle. Below, on the mesial side of the 
linea scapularis it becomes closely fused with the 
anterior surface of the latissimus dorsi muscle. It 
runs as far as the posterior margin of the anterior 
serratus muscle and here divides into two layers 
which cover the muscle. Between the latissimus 
dorsi and the serratus muscles lies a fascial sac. The 
fifth fascia is situated in the anterior antescapular 
fissure, that is, between the ribs and the anterior 
serratus muscle. This last fascia is a broad lamella 
which extends from the spinous process as far as the 
insertion of the anterior serratus muscle, from the 
second to the eighth rib. In the scapular region 
there are thus three closed fascial spaces: (1) be- 
tween the fascia infraspinata and the third fascia; 
(2) between the latissimus and the anterior serratus 
muscles; and (3) in front of the scapula. 

The author presents also the results of his own 
research regarding the spread of injected masses, 
and cites clinical cases illustrating them. He be- 
lieves that abscesses should be drained as early as 
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possible. Adequate drainage can be carried out only 
on the basis of anatomical facts. The approach to 
the antescapular space must be made through Vel- 
peau’s triangle (situated between the latissimus 
rhomboideus, and trapezius muscles). This muscle- 
free space leads into the lowest portion of the 
antescapular sac. It lies 1.5 cm. above the angle of 
the scapula, lateral to its vertebral margin. To 
open it, a lateral incision along the upper border of 
the latissimus muscle is recommended. 

WALCKER (Z). 


Gibson, A.: The Painful Traumatic Shoulder. 
J. Bone & Joint Surg., 1922, Xx, 552. 


The author limits his discussion to acute condi- 
tions of the shoulder, i.e., minor injury in the bra 
chial plexus which form a progressive series leading 
to a fully established brachial palsy. 

In Gibson’s opinion, brachial palsy includes all 
lesions from slight atrophy of the infraspinatus 
muscle to slight wasting of the thenar and hypo- 
thenar eminences. 

The violence causing the interference with func- 
tion may be applied to the shoulder directly or in- 
directly. Many cases show no fracture, but pain 
on movement of the joint may continue for months. 
A Colles fracture may be sustained and a few weeks 
later pain may develop in the corresponding 
shoulder joint. Violence, frankly indirect, may 
produce a traumatic subacromial bursitis. At 
times the blow of the fall is transmitted to the 
clavicle and as a rule the clavicle gives way. The 
acromioclavicular joint is usually not involved in 
lesions due to a fall on the out-stretched hand as 
the strain is transmitted through the head of the 
humerus to the glenoid portion of the scapula. 

Examination of the shoulder after injury reveals 
limitation of motion. Care is necessary in the 
prognosis. Improvement may be fairly rapid at 
first, but many of these shoulders remain painful 
for months. Careful examination will frequently 
reveal tenderness about the supraspinatus, the 
infraspinatus, and the deltoid, as well as the teres 
minor and major. Comparison with the opposite 
side often reveals muscular atrophy. 

The supraspinatus and infraspinatus muscles are 
most liable to injury; and next, the deltoid and teres 
minor. In time there will be almost complete 
return of function, but weakness and atrophy of the 
infraspinatus often persist. 

Detection of the disability is easy if the patient is 
asked to raise both hands straight in front of him 
to the shoulder level. There is usually a difference 
in height, the affected side being lower. If the 
arms are stretched straight out laterally from the 
shoulder, the affected shoulder is heaved up and the 
hand on the affected side is lower than that on the 
normal side. With the elbows on the table, external 
rotation on the affected side is slower and more 
limited than on the normal side. 

Occasionally these disabilities are due to partial 
rupture of the fibers of a tendon which while 
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taut, are suddenly subjected to unusual strain. 
As a rule, however, the lesion is of different origin. 
If the supraspinatus and infraspinatus are involved 
alone, the lesion is to be attributed to injury of 
the suprascapular nerve. Usually it must be looked 
for at a point where the fibers to involved muscles— 
the supraspinatus, infraspinatus, teres, and deltoid 

are closely associated. This vulnerable point is 
the upper trunk of the brachial plexus. Forcible 
separation of the head from the shoulder places it 
on the stretch, and this may cause damage to 
muscles supplied by the fifth and sixth cervical 
nerves. These nerves supply the deltoid, the 
spinati, the teres minor and major, the subscapularis, 
and the clavicular fibers of the pectoralis major. 

The actual nerve lesion varies from hemorrhage 
into the nerve sheath to rupture of the nerve fibers. 

The treatment is rest. Active movement may be 
permitted to a degree which does not cause pain or 
fatigue. Massage and electricity are frequently 
employed. Joint motion through full range once a 
day is sufficient. 

The author cites several cases. 

J. R. MitcHe tt, M.D. 


FRACTURES AND DISLOCATIONS 


Bizarro, A. H.: Injury of the Limbs Due to Back- 
Fire. Ann. Surg., 1922, lxxvi, 83. 


Back-fire fractures or injuries constitute 36 per 
cent of injuries of the forearm. In 141 cases with a 
definite bony lesion there were ninety-five cases of 
fracture of the radius alone, one case of fracture of 
the ulna, 28 cases of fracture of the radius and ulna, 
nine cases of fracture of the carpal bones, one case 
each of fracture of both the radius and the scaphoid, 
a metacarpal, the humerus, the clavicle, and the 
femur, and one case of luxation of the elbow. 

The author draws the following conclusions: 

1. The most common site of back-fire fractures 
is the lower third of the radius and ulna and the 
next most common the carpal bones. 

2. The most common type of single bone lesion 
is a crack through the epiphyseal line of the radius. 

3. The ulna styloid tip and the radial epiphyseal 
line are the most common type of double bone lesions. 

4. The scaphoid is the bone most frequently in- 
volved. 

5. In persons under 20 years of age the diagnosis 
of ulna styloid fracture is more difficult because 
frequently there are irregularities of ossification. 

6. In 25 per cent of the cases of the series of 
cases reviewed the injury of the wrist was limited to 
the soft parts. 

7. The upper ends of both the radius and the ulna 
are occasionally the sites of fracture. 

8. The age of the subject has no relation to the 
occurrence of the fracture at the epiphyseal line. 

9. The majority of these injuries are of the in- 
direct type. 

10. The prognosis is usually good. 

F. W. CARRUTHERS, M.D. 
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Lexer, E.: The Origin of Pseudarthroses Following 
Fractures and Bone Transplantations (Ueber 
die Entstehung von Pseudarthrosen nach Frakturen 
und nach Knochentransplantationen). Arch. f. klin. 
Chir., 1922, Cxix, 520. 


This valuable and exhaustive work by Lexer is 
not well adapted for a short review and should be 
read in the original. Therefore only extracts will be 
given. 

The author states his position in the beginning as 
follows: ‘Although the factors favoring the de- 
velopment of pseudarthrosis are numerous, the 
basic cause is always a decrease in bone-forming 
power. In some cases, the regenerative capacity 
becomes insufficient when the osteogenetic power 
is decreased or destroyed by injury (suppuration, 
trauma, or general disease), and in other cases the 
unfavorable influences may be too great even for 
a normal regenerative capacity. If one considers 
the nature of the injury of the bone-forming tissue 
and the impediments to the healing of the fractured 
bone, the importance of the periosteal and myelo- 
genic powers becomes evident, particularly when 
they are compared with similar processes leading 
to pseudarthrosis in bone transplants.” 

In the first part of the article Lexer discusses the 
injury of the cell material from which the callus 
formation proceeds (the cambium layer of the peri- 
osteum and the osteoblasts of the terminal artery 
and the medulla). Suppurations destroy them and 
trauma injures the formative cells to a varying 
degree, especially at the site of the fracture. In 
general diseases the injury decreases the nourish- 
ment supplied by the periosteal and nutrient 
arteries (fracture hyperemia). The entire arterial 
system belonging to a bone responds to the trauma 
producing the fracture with a marked vascular filling 
and the formation of new vessels. The bone fracture 
hyperemia brings an increased supply of nutrition 
to the injured site. The fracture hyperemia is 
followed by two results important for the healing of 
the fracture: (1) the establishment of collateral 
circulation for the injured vascular areas, and (2) 
the restoration and nourishment of the bone- 
forming elements for the development of callus. 
In fracture of the middle portion of the neck of the 
femur the poor vascular supply of the fracture is 
frequently responsible for pseudarthrosis. The 
author discusses the work of Dax who, he believes, 
exaggerates the importance of the nutrient artery. 
According to Lexer, injurious results are to be 
expected only following simultaneous injury of the 
nutrient artery and destruction of the periosteal 
reticulum. The old view that the fragment lying in 
an opposite direction to that of the nutrient artery 
is deficient in callus formation because of poor nutri- 
tion, is false. Lexer has found that fracture hyper- 
zmia runs its course in man in the same way as in 
animals, i.e., the periosteum is involved more readily 
in callus formation than the bone marrow. The meta- 
physis provides the best conditions for a rapid frac- 
ture hyperemia leading to callus formation. 
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In discussing the stimulants by means of which 
fracture hyperemia may be maintained or increased 
the author states that the injury of the periosteum 
as well as that of the medulla may vary and have the 
most varied results as regards fracture hyperemia. 
Even extensive separation of the periosteum from 
the bone is not injurious. The periosteum is injured 
much more severely when it remains attached to the 
bone but is separated from the soft parts, or the soft 
parts around the bone are destroyed. The injury 
of the bone-forming elements at the site of the 
fracture is overcome by the arterial hyperamia. 
Injury of the periosteal vessels and deficiency of 
periosteal callus formation frequently leads to a 
pseudarthrosis because the medullary callus be- 
comes strong only after the establishment of the 
collateral circulation within the bone. Non-appear- 
ance of medullary callus is of no importance if the 
periosteal tube receives a powerful hyperemia. 
Therefore the most important cause of pseudar- 
throsis is deficiency in the periosteal nutrition. 
Martin’s experiments with a retained cylinder of 
marrow after the removal of the bone cortex and 
periosteum gave valuable information regarding the 
beginning stages of pseudarthrosis. 

Lexer next takes up the subject of callus forma- 
tion. He believes that in this process the origin of 
the connective tissue is the most important factor 
in the development of pseudarthrosis. On the basis 
of his transplantation experiments he claims that 
the vascular germinal tissue forms bone only when 
it has its origin in osteogenetic tissue, and that when 
it grows into the tissues as a derivative of the 
connective tissue in the surrounding area it acts 
as a resorbant. When connective tissue from the 
surrounding parts or granulation tissue (traumatic, 
inflammatory, or suppurative) grows into the 
fracture cleft of a bone transplant and becomes a 
cicatrix, bony union fails permanently. Attention 
is called to the established fact that the periosteal 
callus is of greater importance in the healing of 
fractures than callus originating from the medulla. 
Recently, however, the function of the periosteum 
as a callus former and a source of regeneration has 
been completely or partially denied (Bier and others). 
According to Bier, the medullary callus is of most 
importance for true regeneration (as shown by 
the hormones originating from the bone marrow). 
The author states that he supports the view of 
Schuchardt in regard to the part played by the bone 
marrow in regeneration. The fact that a bone frac- 
ture heals best when all the bone-forming cells in 
the stumps take part in the healing process is self- 
evident. The results of various animal experiments 
on the production of pseudarthroses are so distinctly 
dependent upon inhibition of the fracture hyperemia 
in individual vascular areas that any other explana- 
tion is entirely excluded. 

In the second part of the article Lexer discusses in 
detail the impediments to the union of the callus 
masses in fractured ends capable of regeneration. 
The following conditions can produce pseudarthro- 
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(1) interposition of adjacent 
tissues; (2) effusion of blood; (3) cicatricial masses: 
(4) defects; and (5) constant motion at the site of 
fracture. In conclusion the statement is made that 


sis by themselves: 


absence of stimulating influences (hormone-lik« 

stimuli of Bier) may be responsible but the author 

believes that there is ne need for any such hypothesis. 
Gtiass (Z). 


Marsiglia, G.: The Internal Secretions and 
Delayed Union of Fractures (Le secrezione 
interne e il retardo consolidazione delle fratture). 
Arch. ital. di chir. 1922, v, 197. 


The relation of various internal secretions and 
skeletal development has been definitely proved, 
especially in young animals. Marsiglia reviews the 
various experiments in altering the internal secre- 
tions by complete and partial removal of the glands 
and their influence on skeletal development and 
osteogenesis. The results obtained in young grow- 
ing animals with experimental fractures are sum- 
marized as follows: 

1. Thyroidectomized 
delayed union. 

2. Thymectomy resulted not only in delayed 
union but also in imperfect union. 

3. According to some authors, parathyroidec- 
tomized animals showed little or no delay in union 

4. Bilateral adrenalectomy had no influence on 
union. 

5. Bilateral ovariotomy accelerated union. 

In experiments on adult dogs Marsiglia found 
that partial or complete thyroidectomy, unilateral 
adrenalectomy, partial or complete ovariotomy, 
and transorbital removal of the hypophysis did not 
retard the normal process of union. 

H. F. Dunn, M.D. 


animals usually showed 


Montagne, I. A.: Habitual Luxation of the Shoul- 
der (Habituelle Schulterluxation). Nederl. Maand- 
schr. v. Geneesk., 1921, X, 314. 

The author reports the case of a girl of 22 years 
with luxation of the shoulder due to a fall down- 
stairs. The luxation became reduced spontaneously 
but at constantly lessening intervals and with ever 
less cause it reappeared. 

As causes of habitual Juxation of the shoulder the 
author mentions: (1) a too broad or slack capsule; 
(2) alterations in the humerus, loosening or rupture 
of the muscles from the greater tuberosity, loosen- 
ing of the subscapularis muscle from the lesser 
tuberosity, alteration in the form of the head of the 
humerus; (3) alterations in the articular surface, 
breaking off or diminution of the medial border; and 
(4) alterations in the contents of the joint (hydrops, 
loose bodies). 

The etiology must be determined. It is often very 
difficult to state whether an existing alteration in the 
joint was the cause or the result of the luxation; 
hence it is difficult to determine the treatment indi- 
cated. The following methods come under considera- 
tion: (1) suturing or strengthening of the capsule; 
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(2) suturing of the detached muscles or the bony 
processes; (3) enlargement of the glenoid cavity by 
excavation or by the implantation of a bony splinter 
in the border; (4) removal of joint effusions and of 
loose bodies. 

Most operations are carried out according to the 
first method. Since they are often successful, the 
false conclusion is drawn that relaxation of the cap- 
sule is the most frequent cause of habitual luxation. 
In the case reported, operation was carried out in the 
following manner: 

When the capsule had been broadly exposed, 
nothing abnormal was to be seen within it or in the 
humetius, either on inward or outward rotation. 
When the capsule was incised the contents of the 
joint proved to be normal. Most important of all, 
there was no widening of the capsule. Hence the 
fascia of the deltoid muscle was sutured to that of 
the pectoralis major and another suture was applied 
above. In this manner a cushion of muscle and fascia 
was formed on the inner side of the head of the 
humerus, the spot where formerly the luxation had 
taken place. 

The operation was successful. Two years later 
the patient reports that function is normal. 

SCHEELE (Z). 


Bernstein, M. A.: Open Reduction of an Old 
Congenital Hip Dislocation. J. Bone & Joint 
Surg., 1922, Xx, 481. 

Following a brief review of congenital hip reduc- 
tion by open and closed methods from the time of 
Pravaz in 1838 and Lorenz in 1897 to the revised 
methods of Bradford, Galloway, Tubby, Albee, and 
Fordyce Jones, the author reports his own case as 
follows: 

A girl, 20 years old, had a dislocation of the left 
hip which was first noticed when she began to walk. 
It was found that the leg was 4 in. short and there 
was no stability, but the acetabulum was of fairly 
good depth. 

Approach to the hip was gained by the Smith- 
Petersen incision. The head of the femur appeared 
normal. The capsule, which was long and con- 
stricted was opened. The periostal and _ tissue 
attachments of the head to the ilium were stripped 
downward, allowing the head to be brought op- 
posite the acetabulum by traction. To reduce the 
head it was necessary to remove the posterior 
portion of the capsule. This permitted partial 
engagement. The head was forced into the acetabu- 
lum by hammering gently but firmly upon the 
trochanter. The capsule was then reefed and sewed 
about the margin of the acetabulum with kangaroo 
tendon and a cast was applied with the leg in 
extreme abduction. 

Although the postoperative course was some- 
what painful because of the stretching of the 
anterior crural and external popliteal nerve roots, 
a good recovery followed, the hip remaining well 
in place and there being no shortening of the leg. 

Rosert V. Funsten, M.D. 
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Evans, E. L.: The Late Results of Manipulative 
Treatment of Congenital Dislocation of the 
Hip. Brit. J. Surg., 1922, x, 15. 


The author reviewed forty-nine cases of con- 
genital dislocation which included sixty-one joints 
treated in the Royal and Royal National Ortho- 
pedic Hospitals between the years 1903 and 1916. 
All of the patients were called in for re-examination, 
but eighteen did not return and are therefore not 
included in the statistics. The results are classi- 
fied as follows: 

1. Anatomical cures. Of the thirty-eight pa- 
tients recently examined, only ten showed con- 
centric reductions with normal femoral heads and 
necks, while thirteen showed concentric reductions 
with changes in the head and neck of the femur. 
The most common of the changes was coxa vara. 
Others were buffer-shaped heads, flattening of the 


- epiphysis, and absorption of the neck. 


2. Excentric reductions. In these cases the 
head forms a new joint within the limits of the 
enlarged acetabulum, but not concentric with its 
center. Changes in the head and neck are almost 
invariably present and are suggestive of dry arthri- 
tis. In this group there were five cases (13 per cent). 

3. Anterior transpositions. Few changes are 
noted in the head and neck, a fact which probably 
accounts for the good functional results. There 
were four cases in this group (10.5 per cent). 

4. Relapses. In the thirty-eight joints examined 
there was one dislocation (2.5 per cent), one in- 
stance of loss of the head and neck (1 per cent), 
and four joints which had not been reduced (10.5 
per cent). 

The author’s method of reduction is based upon 
the Lorenz technique. He generally applies a hip 
spica from the waist to above the knee and in 
bilateral cases shortens the Lorenz period of reten- 
tion from three to six months. In unilateral cases 
he has maintained the retention for eighteen 
months to two years with 9o degrees of flexion and 
70 degrees of abduction. 

Numerous X-ray plates illustrate this article. 

Ropert V. Funsten, M.D. 


Fairbank, H.A.T.: The Late Results of Treatment 
of Congenital Dislocation of the Hip. Bri. 
J. Surg., 1922, X, 24. 

The author reviews 146 cases with a total of 175 
hips, which were treated from 1903 to to14 inclu- 
sive. The Lorenz method was used, but was not 
followed strictly. The leg was retained in a spica 
at right angles for not less than six months. In the 
cases of very young patients the plaster was re- 
moved after six months, but in those of patients 
who were older it was re-applied once or oftener 
with diminished abduction, and massage, exercise, 
and passive stretching were carried out later for 
several months. ‘Thirteen cases treated by open 
operation are not included in this discussion. 

Fairbank has compiled a series of tables in which 
he shows that the age limit has a very definite 
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bearing on the outcome of treatment. This is 
especially true in bilateral dislocation. The majority 
of Fairbank’s patients were examined between seven 
and twelve years after the operation. When reduc- 
tion was effected before the third year of age cure 
was obtained in 70 per cent of the unilateral cases 
and 46 per cent of the bilateral. 

It is interesting to note that in four cases of 
unilateral dislocation with an _ excellent result 
the affected leg is now the longer of the two, the 
reduction was effected before the age of 3, and 
the final examination was made eight to ten years 
later. Only one-fourth of the anterior repositions 
are credited with good functional results. The 
author is inclined to reduce hips as early as the 
eighteenth month of age if possible. 

Complications in the author’s cases included 
fractures of the femur in five of 200 operations. 
In seven cases a form of osteochondritis deformans 
juvenilis was noted after reduction; the broken-up 
appearance of the head was more obvious than the 
typical coxa plana. Stiffness of the hip, probably 
due to traumatic arthritis, was present in many 
cases immediately after release from the cast, but 
with rest this usually subsided. In five cases the 
head of the femur was found riding forward on the 
horizontal ramus of the pubis. 

In conclusion the author states that if treatment 
is given by the third year, anatomical reduction 
should be obtained in 75 per cent of the unilateral 
cases and 50 per cent of the bilateral cases. Im- 
perfect results should be followed by open operation 
making a lip for the acetabulum without opening 
the joint. After reduction the full right-angle ab- 
duction should be maintained for a minimum of 
six months. Fairbank does not feel justified in 
attributing any advantage over non-reduction to 
anterior reposition. Physical treatment after re- 
moval of the cast does not affect the anatomical 
result but may influence the function of the hip. 
RoBert V. Funsten, M.D. 


Kidner, F. C., and Lakoff, C. B.: Muscle Inter- 
position: A Cause of Delayed Union in Fracture 
of the Femur. J. Am. M. Ass., 1922, xxix, 200. 


, The authors present a small group of cases which 
call attention to the fact that interposition of muscle 
between the ends of the fragments is one of the causes 
of unsatisfactory results in the treatment of frac- 
tures, especially fractures of the femur. In their 
series of seventy-one cases open operation was done 
for only three reasons: (1) for the removal of muscle 
tissues interposed between the fragments; (2) for 
débridement of fresh compound fractures, and (3) 
for drainage of previously existing sepsis in cases 
treated elsewhere. 

The following conclusions are drawn: 

1. If properly applied traction does not bring 
the fragments of a fracture of the femur into bony 
contact, as shown by roentgenograms taken in two 
planes, within three or four days, the case should be 
viewed with suspicion. 
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2. If specially worked out methods are not im- 
mediately successful thereafter, manipulation to 
disengage the fragments from the muscle under 
anesthesia should be employed. Such disengag 
ment can usually be recognized by the clean, clear 
cut rubbing of the fragments upon each other. 

3. If after such manipulation and the re-applica 
tion of traction, apposition is not obtained at the 
end of two or three days, as disclosed by roentgen 
ray examination, open operation should be under 
taken. 

4. At open operation, the muscle or fascia bands 
must be removed from the fragments and good 
apposition obtained. If this apposition is of the 
end-to-end, interlocking type, only external fixation 
splinting is necessary. If the fragments tend to 
become displaced again, some solid form of internal 
splint must be used. Gallie’s beef bone plates or 
Magnusen’s ivory plates and screws or pegs will 
usually be sufficient. These are more simple to ap- 
ply than the Albee graft. If they will not hold, 
metallic plates or bands are occasionally necessary. 

F. W. CARRUTHERS, M.D. 


Diez, S.: Post-Traumatic Tertiary Syphilis; Osteo- 
Arthritis of the Knee Due to Trauma (Li 
sifilide terziaria post-traumatica nell’ infortunistica; 
osteo-artrite del ginocchio consecutiva a trauma) 
Policlin., Rome, 1922, xxxix, sez. chir., 375. 

The author discusses the relationship between 
accidental trauma and existing syphilis, especially 
tertiary syphilis in regions injured by trauma. 

The case is reported of a man who received an 
injury of the internal condyle of the right femur and 
gave a history of a preputial ulcer, not considered 
syphilitic, twenty years before. The patient con- 
sistently denied syphilitic infection. A month after 
his accident the knee began to swell and the condi- 
tion was diagnosed as an intra-articular effusion. 
Despite various treatments the swelling, intense 
pain, and incapacity continued and articular resec 
tion of the knee was finally done as the arthritis was 
judged to be tuberculous. Tumefaction in the area 
of resection, however, continued. When the patient 
was first seen by Diez his symptoms suggested 
syphilis and a Wassermann test was clearly positive. 
He then confessed that about one month before the 
injury a small nodule had appeared on the tongue 
but disappeared after mercurial treatment. He 
admitted also that his infection of twenty years 
previously was probably syphilitic, but there had 
been no further manifestations of it until the devel- 
opment of the tongue ulcer. Under salvarsan treat- 
ment the pain and other local knee conditions rapid- 
ly disappeared. 

The author believes that this is a case of syphilitic 
osteo-arthritis developing in a knee after trauma. 
As in the majority of syphilitic arthropathies, an 
etiological diagnosis could be made only by exclusion 
and after the finding of a positive Wassermann re- 
action. The syphilitic infection appears to have re- 
mained latent until about the time of the injury, the 
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organism being in immunitary equilibrium. The in- 
jury then created an area of lessened resistance 
favorable to the pathogenic development of the 
spirocheta. Syphilis was not clinically evident at 
the time of the accident and the site of the accident 
was exclusively the site of its manifestations. The 
chronological connection between the accident and 
the osteoarticular syphilis was sufficient in a medi- 
co-legal sense to establish the causative action of 
the trauma. W. A. BRENNAN. 


Schulz, W.: Complete Dorsolateral Luxation in the 
Metatarso-Phalangeal Joint with Subluxation 
in the Tarso-Metatarsal Joint and Multiple 
Fracture from Being Run Over (Komplette 
dorsolaterale Luxation im Metatarso-Phalangealge- 
lenk mit Subluxation im Tarso-Metatarsalgelenk 
und multipler Fraktur durch Ueberfahren). Arch. f. 
klin. Chir., 1922, cxix, 126. 


In the case reported the toes were luxated dorsally 
and laterally and the metatarsal bones were sub- 
luxated laterally in the tarso-metatarsal joint. The 
base of the first phalanx of the second toe and the 
head of the third metatarsal were broken off. There 
were also wounds in the soft parts of the back of the 
foot. As further dorsal luxation and fixation of the 
toes could not be prevented by the application of an 
extension bandage they were disarticulated in their 
proximal joint. 

Schulz reviews also cases of dislocation of the 
tarso-metatarsal joint reported in the literature. 
Luxation in the phalango-metatarsal joint is rare as 
a great force is necessary to draw the toes out of their 
position. Because of the great elasticity of the sepa- 
rate parts, the toes usually return to their natural 
position by themselves. Because of the relatively 
large size of its contact surface and the extent of cir- 
cumduction in its articular surface, the great toe is 
luxated more frequently than the others; only 
six cases of luxation of the other toes have been 
described. 

The diagnosis is easily made from the deformity 
and the disturbance of function. The prognosis is 
favorable. Complications are fractures, crushing of 
the joint, and injuries to the soft tissues. The treat- 
ment consists in reposition and simple bandaging. 
If reposition by open operation is necessary it is 
sufficient to remove a segment from the capitulum 
of a phalanx or metatarsal. The most common tarso- 
metatarsal luxation is dislocation of the first meta- 
tarsal joint. Its frequency is due to the absence of 
the basal metatarsal and interosseous ligaments in 
the first intertarsal space. 

Eighteen cases of this luxation are described, of 
which eight were dorsal dislocations. This luxation 
is favored by the absence of firm fibrous bands on 
the back of the foot. For its production the force 
must be exerted on the first metatarsus alone. If 
the force is exerted on the middle of the foot from 
the medial side the ligaments of the first metatarsal 
are torn first. If the force is then not exhausted, 
other connecting bands, and eventually all of them, 
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may be ruptured. Schumacher states that up to 
1908 thirty-nine cases of total luxation of the tarso- 
metatarsal joint had been observed, and of these, 
thirteen were cases of dorsal luxation. 

In recent cases, shortening of the foot, an abnor- 
mal arching, or a depression makes the diagnosis 
quite simple. In old cases in which there has been 
marked oedema the roentgen ray must be brought 
into service. In uncomplicated cases the prognosis 
is good. The treatment is simple reposition. In 
interposition treatment by open operation more or 
less resection of bone is necessary. For some time 
after reposition the patient should wear a flat-foot 
brace so that the arch of the foot will be supported 
until it becomes firm. In cases in which reposition 
has not been effected an orthopedic shoe may be 
worn to advantage. Houmme!er (Z). 


SURGERY OF THE BONES, — MUSCLES, 
TENDONS, "ETC 


Drummond, H.: The After-Results of Twenty-One 
Cases of Iliocolostomy Performed for Tuber- 
culous Bone and Joint Diseases. Bril. M. J., 
1922, i, 342. 

Because of the theory that intestinal stasis was 
responsible for tuberculosis of the bones and joints, 
iliocolostomy to short-circuit the large intestine was 
suggested as a method of treatment. 

The twenty-one patients operated upon in this 
manner had not responded to any other form of 
treatment and were gradually losing ground. Three 
are known to be alive at the present time. One, 
who had hip disease, has been cured, while the other 
two have been greatly benefited. 

Of the five patients who cannot be traced to 
date, two were known to be well two years after 
the operation, and the remaining three were not 
cured when they were last seen, eighteen months, 
twelve months, and three months after the opera- 
tion respectively. 

Three died from intestinal] obstruction saety 
after the iliocolostomy. 

One boy with a diseased left hip joint did not 
improve and died as a result of amputation at the 
hip joint thirteen months later. The remaining 
nine patients died from the primary tuberculosis or 
tuberculous meningitis from one to five years after 
the operation. Rupoven S. Rerca, M.D. 


Wieting, J.: Primary Arthroplasty in Tuberculosis 
(Primaere Gelenkplastik bei Tuberkulose). Zen- 
tralbl. f. Chir., 1922, xlix, 589. 

Wieting emphasizes the point that in tuberculosis 
not involving the viscera, conservative treatment 
is frequently carried beyond the time when surgical 
treatment should reasonably be begun. In tuber- 
culosis of the knee joint in children between the sixth 
and twelfth years of age—all diseased bone and 
cartilage should be removed by a careful arthrec- 
tomy and this procedure followed at once by a fascial 
arthroplasty. It is of course necessary to select 
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suitable cases and in each case an attempt must 
be made first to treat conservatively. 

Up to the present time the author has performed 
the primary plastic operation in three cases and in 
each instance obtained mobility in spite of the fact 
that in one there was a slight local recurrence. 

The operation is performed without loss of blood. 
The epiphyseal lines must be spared. Chiseled-out 
bony foci are filled with iodoform plugs, and then a 
plaster-of-Paris dressing extending from the pelvis 
to the toes is applied and kept on for three weeks. 
At the end of this time active and passive motion is 
begun. 

Separate hospitals for surgical tuberculosis are 
desirable. If there is no hope of obtaining a mobile 
joint, operative arthrodesis should be obtained early 
in order to free the child from the fixation splints 
and dressings. VON TAPPEINER (Z). 


Simon, R.: A Biological Study of the Bone Graft 
(La greffe osseuse, étude biologique). Rev. de chir., 
Par., 1922, xli, 207. 

Early experimentors thought that living bone 
transplants continued to live but it was soon shown 
that a transplant quickly dies, becomes absorbed, 
and is bridged over by the living bone in contact 
with it. Some surgeons use living bone and others 
dead bone. Simon gives a résumé of his findings and 
those of other experimentors in clinical cases and 
experiments regarding the biology of the bone graft. 
He first deals with pedunculated and free grafts of 
living bone from the same individual (autoplastic), 
from the same species (homoplastic), or from a 
different species (heteroplastic), and then discusses 
dead grafts derived from various sources. 

In forty-one cases of heteroplastic live grafts the 
results were successful in twenty-five but some of 
them have been followed for only a short time. Multi- 
fragment grafts seem to be superior to a single large 
graft. Failures appear to be due to infection causing 
elimination (in some cases slight infection favored a 
- good functional result), lack of union due to faulty 
technique or faulty immobilization, or absorption 
due to intolerance on the part of the host. Most of 
the surgeons who use heterogeneous grafts employ 
them as splints to guide the new growth between the 
fragments. 

Lexer has tried with some success to influence the 
tolerance of the graft; others have attempted to 
make the transplant more acceptable to the host 
before grafting. As experimental animals Lichteig 
uses swine because their food is similar to that of 
man. He removes the bones aseptically, frees them 
from blood and serum in a vacuum, washes them 
under pressure with normal salt solution, and keeps 
them in this fluid for several hours at 40 degrees C. 
to inactivate any albumins. Before grafting he 


aspirates the salt solution and instills defibrinated 
blood into the bone of the host under a pressure of 
3 to 5 atmospheres. Each procedure is rigorously 
aseptic and lasts twenty-four hours. He cites a case 
of mandibular defect into which a section from the 
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mandible of a pig was grafted with perfect results. 
In this case there was absorption of the graft at the 
end of six months but with the absorption there was 
reconstruction of the bone from the sides through the 
graft so that at the end of a year a new mandible 
was formed. Roentgenologically some cases show 
complete necrosis of the foreign bone without a trace 
of regeneration. 

Simon cites thirty-nine cases of homoplastic trans 
plants derived from foetuses, cases of amputation, 
cadavers, etc.: (1) one case in which the transplanta 
tion of bone from the cranium of an idiot to a cranial 
defect resulted in a cure which, at the last report 
had lasted for nineteen vears; (2) sixteen shaft trans 
plants; (3) fifteen semi-articular transplants; and 
(4) seven complete articular transplants, five with 
the synovia and capsule and two without. The 
results in most of these cases were good. The fail 
ures were due mostly to infection although a moder 
ate infection may not be incompatible with a good 
functional result. Larger transplants are more apt 
to be infected than smaller transplants. There 
seems also to be absorption without infection; the 
cause of this is unknown but may be faulty apposi 
tion or displacement. Transplantation of half and 
whole joints has given good results but requires a 
great deal of careful kinetic treatment. 

Some cases, such as those of Tuffier, seem to show 
that the graft keeps its identity for a while but soon 
undergoes profound changes; its structure becomes 
indistinct, the trabecule of the bone pass from one 
fragment to the other, and the graft soon takes on 
the approximate shape of the bone it replaces. His 
tologic examination shows that the graft dies and 
merely directs the direction of the new growth. 

With regard to autoplastic grafts Simon states 
that the thin osteoperiosteal grafts have little 
strength and are applicable only to small defects. 
Transplants with or without periosteum or Albee 
giafts (periosteum, cortex, and medulla) are applic- 
able where strong splinting is desired immediately. 
He discusses also transplants of bony segments, 
ribs, ulnae, etc. Like the others, these grafts miy 
be eliminated by infection but if the infection is not 
severe it may favor good results. They may fail also 
because of absorption in which the presence or lack 
of periosteum plays no réle but seems to be due to 
the fact that some bones are better suited for trans 
plants than others. Non-union may result from 
poor contact and fixation or the use of metal fixation 

If the transplantation is successful there is sur 
vival of the transplant or its death followed by repai: 
or substitution. The evolution of the transplant can 
be studied clinically, roentgenologically, surgically) 
and histologically. In nearly all cases the graft is 
destined to die and serves only as an aid to regeneta 
tion. The use of dead bone has come into use rela- 
tively recently but experience has shown that bon 
pegs of different origin and prepared by variou> 
methods give good results. Simon recommends 
placing fresh bone in absolute alcohol for severa! 
days and preserving it in 80 per cent alcohol, o' 
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boiling it in alcohol for twenty minutes twice and 
then preserving in alcoho! until needed. He cites 
the results of various surgeons using dead bone for 
defects of different sizes. Husert Dunn, M.D. 


Wollenberg, A.: The Operative Treatment of 
Arthritis Deformans (Die operative Behandlung 
der Arthritis deformans). Ziéschr. f. orthop. Chir., 
1922, xlii, 275. 

The author reports five cases of arthritis de- 
formans operated on by Hoffa and himself by 
resection without interplantation. The subsequent 
examination of two of the patients seven years 
later showed painless and adequate mobility. The 
arthritis persisted just as before the operation but 
function was greatly improved. 

For cases in which conservative treatment has 
failed and there is severe pain associated with 
marked loss of function Wollenberg prefers resection 
to arthrodesis. For cases of pseudo-ankylosis in 
puor position he does a subtrochanteric osteotomy. 
When the knee joint is involved he opens the joint 
and removes any joint bodies present. Arthrodesis 
should not be done. If the main deformity is in the 
patella and causes pain on motion of the knee 
joint the patella is removed entirely or all of it 
except a slight shell. 

In the foot Wollenberg does an arthrodesis of 
the ankle joint, resects the talo-navicular joint, and 
chisels off any spurs of the head of the first metatar- 
sal and osteophytes of the tarso-metatarsal and 
metatarso-phalangeal joints. Sprtzy (Z). 


Tuffier: Attempts to Immobilize Tuberculous 
Joints by Bone Pegging (Essai d’immobilisa- 
tion de tuberculose articulaire par enchevillement 
articulaire). Buil. et mém. Soc. de chir. de Par.., 
1922, xlxiii, 927. 

Since 1916 Tuffier has made nine attempts to 
immobilize tuberculous joints by means of bone 
pegs inserted in the two bones at a point as far 
distant as possible from the tuberculous focus. 

Living bone taken from the tibia of the patient 
was used in all cases except one. In the latter the 
peg was made from dead bone. 

For sacro-coxalgia two bone pegs were formed 
from a piece about 12 cm. long removed from the 
tibia. These were inserted in the iliac wing and the 
sacrum. The technique varied according to the 
joint immobilized. 

Tuffier has treated five cases of sacro-coxalgia, 
two cases of tuberculous tumor of the knee, and two 
cases of tibio-tarsal tumors by bone pegging. Some 
of these are described in detail. 

It appears that in certain cases the tibio-tarsal 
articulation can be perfectly immobilized in this 
manner. For the knee joint it is better to employ 
two pegs to obtain immobilization and direct trans- 
mission of the weight of the body to the tibia without 
participation of the condyles of the femur. Two of 
the five cases of sacro-coxalgia made a complete 
recovery. 
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In conclusion Tuffier states that the method 
described is applicable to certain cases of tuberculous 
or other types of osteo-arthritis in which ankylosis 


is desired. W. A. BRENNAN. 

Beck, O.: The Physiological Viewpoint in Trans- 
plantation of Tendons (Physiologische Gesichts- 
punkte bei der Sehnentransplantation). Arch. f. 
orthop. u. Unfall-Chir., 1922, xx, 64. 

This is an important article, in which the older and 
extensive works of Lange and Vulpius and the later 
works of Biesalski, Mayer, and Stoffel, who are more 
concerned with the technical side of transplantation 
of tendons, are enriched by the findings of research 
on muscle physiology. The research of Weber in 
muscle tension in semiflexion of the joints, and the 
theories of Biesalski regarding the cross section of 
muscle and the length of the fibers, of Fick, Frank, 
and Flix regarding the length, tension and maximum 
force of muscles, and of Stoffel and Recklinghausen 
regarding muscle elasticity and contractility. were 
tested in the gastrocnemius of the frog within the 
animal body and when removed. The results of 
initial tension, increased tension, and total tension 
are portrayed graphically. The facts derived here- 
from and their value in the transplantation of ten- 
dons are summarized in the following statement: 

“The limitation of the action of a muscle is its 
strength and degree of shortening. Its strength de- 
pends alone on its cross section. In the same muscle 
it changes with the length of the contraction; when 
the length is increased beyond the natural length in 
a state of tension, it increases to a maximum, but 
when the muscle is stretched beyond the physio- 
logical extent (initial tension), which it undergoes 
within the body in antagonistic position of the joints 
it falls rapidly. 

“Tt therefore follows that when in transplantation 
of tendons we would reckon on a full substitution for 
a paralyzed muscle, the muscle transplanted must 
possess the same physiological cross-section as the 
one that was paralyzed, since the arm of the Jever 
will be the same length as that of the paralyzed 
muscle. I believe the claim to be physiologically 
justified that the transplanted muscle, if of equal or 
somewhat greater fiber-length and physiological 
initial tension, must have a transverse section at 
least one-half that of the paralyzed muscle if we are 
to count on results. The transplanted muscle must 
have at least the same length of fiber as the paralyzed 
muscle as otherwise, in order to extend the muscle 
to the antagonistic position of the joint, the antago- 
nists would be required to exert too great a force to 
produce the initial tension; on the other hand, the 
transplanted muscle loses much in contractile power 
if the primary tension is too strong. 

“The transplanted muscle should be affixed to its 
proper place in the articular structure without undue 
tension, the joint being in the resting position under 
moderate initial tension. The weight of the individ- 
ual muscles is of no value in indicating the force 
these muscles will be able to exert. Neither is it 
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probable that any useful results can be obtained by 
counting the nerve fibers which enter into the 
individual muscles.” ENGLE (Z). 


Billington, R. W.: Tendon Transplantation for 
Musculospiral (Radial) Nerve Injury. J. Bone & 
Joint Surg., 1922, xx, 538. 

Billington cuts the pronator radii at its insertion 
and attaches it through a buttonhole opening into 
the extensor carpi radialis longior and brevior. This 
is done through a 4-cm. incision along the radial 
border of the forearm. During suture the tendons 
are kept under slight tension with the wrist in full 
hyperextension. Next, the flexor carpi ulnaris is cut 
at its insertion, freed up to 6 cm. above the wrist 
through an incision along the inner border of the 
forearm, carried to the dorsal aspect of the ulna, 
pulled through a subcutaneous tunnel in a line as 
straight as possible, and fastened by the buttonhole 
method to the extensor minimi digiti and extensor 
communis digitorum tendons which have been ex- 
posed by dissecting a flap of skin upward from a 
transverse incision on the dorsum of the wrist. The 
flexor carpi radialis is then exposed and cut at its 
insertion at the radial edge of the skin flap, pulled 
out through a small incision about 9 cm. above the 
wrist, carried back through a new channel under the 
skin to the dorsal side of the radial styloid and 
buttonholed through the extensor ossis metacarpi 
pollicis and the extensor brevis pollicis. Its free end 
is then sutured end-to-end to the extensor longus 
pollicis which has been cut at the proper level. 

After the operation the hand is put in a splint 
maintaining full extension of the fingers, hyper- 
extension of the wrist, and full abduction of the 
thumb. After about two weeks the splint is removed 
but the position is preserved while the patient is 
instructed to begin slight contractions of the trans- 
planted muscles. The splint is then re-applied and 
this proceduie is repeated daily until the patient 
learns to use the transplanted muscles in their new 
function. In about ten weeks, depending on the 
progress made and strength of the muscles, the 
splint is left off entirely. 

No effort is made to preserve the tendon sheaths 
but no trouble with adhesions has been experienced. 
Emphasis is placed on the importance of securing 
proper tension of the tendons which are sutured 
together, obtaining good alinement, and covering 
the sutured points with fascia. 

The operation is recommended for all cases of 
injury to the radial nerve in which satisfactory 
suture of the nerve is impossible. It is essential to 
overcome all stiffness of the wrist and fingers and to 
free the soft tissues from scars and oedema before 
the tendon operation is undertaken. The extensor 
indicis tendon is not included in the anastomosis with 
the flexor carpi radialis because it is considered best 
to concentrate on obtaining free thumb motion 
which is most important for a good grasp and which 
would be hampered by including the indices. 

Witiam A. Crark, M.D. 
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Bethe, A., and Kast, H.: The Innervation of 
Antagonistic Muscles in Man According to 
Experiments on Patients Operated on by the 
Sauerbruch Method (Die Innervation anta- 
gonistischer Muskeln des Menschen nach Versuchen 
an Sauerbruch-Operierten). Klin. Wehnschr., i 
i, 582. 


The experiments were carried out on five patients 
subjected to amputation who had channeled biceps 
and triceps and on one who had channeled flexors 
and extensors of the hand. As reflexes could not 
be excited the registered muscular movements were 
voluntary. The movements of both muscles could 
be carried out in the same direction or in opposite 
directions and either as contractions or extensions. 
This is in agreement with the findings in anima] 
experiments. 

The experiments were successful in proving 
Sherrington’s reciprocal innervation, viz., that one 
muscle becomes relaxed when the antagonistic 
muscle contracts, a phenomenon which can be proved 
positively only in muscles which have been divided 
at their points of insertion. HAGEMANN (Z) 


Rokitzki, W.: Arthrodesis of the Shoulder Joint 
(Arthrodese des Schultergelenks). Verhandl. (/ 
Chir. Pirogoff Ges., Petrograd, 1921. 

The great number of failures and recurrences 
following arthrodesis (52-30 per cent) is attributed 
by the author to the fact that in the usual methods 
of operation the mechanical laws of structural 
technique are absolutely ignored. The problem of 
fixing at a definite angle of two lever arms connected 
by a joint may be solved technically by a variety o! 
methods. 

In a straight-line union (180 degrees), investing 
the joint with a circular socket joint gives the 
greatest security. For fixation at an angle of 180 
degrees the best and simplest method is the insertion 
of a wedge on the flexion side or splinting by means 
of plates on the extension and flexion sides. Splint 
ing on one side is not free from technical objections, 
and a central joining of the ends is entirely im 
practical from a mechanical standpoint since th« 
ends give way the more easily the nearer the fixation 
to the axial center. Nevertheless it is this last 
method, in the form of intra-articular ankylosis, 
which is most generally used. Hence the man) 
failures. 

Rokitzki had worked out operations adapted to 
the ankle and knee joints which are based upon th: 
principles of structural technique and experienc: 
in plastic surgery. The large number of operation: 
performed with uniformly good results by others as 
well as by himself, and the roentgenological evidenc: 
of an increase in thickness and fixity of the bony 
wedges under functional demands, led Rokitzki to 
attempt a similar method for the shoulder joint 
In 1921 this method, having been worked out on the 
cadaver, was applied successfully to a case ol 
comminuted fracture of the head of the humeru 
with paralysis of the axillary nerve. The technique 

















is as follows: The patient is placed on his side with 
his arm in abduction at a right angle. The skin 
incision is begun on the upper arm and extended long- 
itudinally along the posterior margin of the axillary 
fossa, exactly along the border of the latissimus 
dorsi, and downward to a point two finger-breadths 
below the angle of the scapula. From the latter 
point it is turned and extended mesially for a few 
centimeters. The thoracodorsalis nerve is avoided 
and the corresponding vessels are ligated. In the 
upper angle of the wound incision is then made to 
the site of insertion of the latissimus dorsi in the 
humerus and the tendon is divided as far as the bone, 
beginning at the upper border and proceeding down- 
ward 1% cm. in order to avoid the vasa circumflexa. 
The periosteum having been loosened on both sides 
a hole is bored into the medullary cavity with 
the Stille drill and a tampon introduced temporarily. 
Thereupon the border of the latissimus muscle is 
notched about two finger-breadths to correspond 
to the horizontal terminal process of the skin in- 
cision, and the mesial border of the lower angle of 
the scapula is grasped and forcibly drawn out of the 
wound. 

The entire lateral border of the scapula as far up 
as the neck is then laid bare with the knife, with care 
not to damage the periosteum, and a wedge of bone 
2 cm. broad is cut out with Liston’s scissors and a 
hollow chisel. The lower end, containing the angle 
of the scapula, is inserted into the drill hole in the 
humerus with proper support, the cut surface of 
the wedge being directed posteriorly. The other 
end of the wedge is affixed in a notch in the spongy 
bone made as high up as possible on the chiseled 
surface of the scapula, the arm being in maximum 
abduction. The skin is then sutured and a plaster- 
of-Paris dressing is applied with the arm in maximum 
abduction. The dressing is kept in place for six 
wecks. 

Goldthwait, J. E.: ‘‘Flat Hand’’ (Manus Planus): 
Its Correction Essential to Normal Function of 
Hand. J. Bone & Joint Surg., 1922, xx, 4609. 


Normally the proximal row of the carpal bones 
forms an arch with distal and anterior concavities. 
If the distal concavity is flattened, the os magnum 
and uncinatum which fit into it will be pushed dis- 
tally and as a result the second row of the carpus, 
which normally presents a horizontal line distally for 
articulation with the four medial metacarpals, be- 
comes an arch with its convexity pointing distally. 
Hence, when these fingers flex, instead of forming a 
compact group around the middle finger and becom- 
ing contiguous, they spread apart, producing a weak 
mechanical unit. The same ineffectual position is 
reached by the thumb when the conical surface of 
the trapezium, upon which the thumb pivots in 
adduction and abduction, instead of being in the 
horizontal plane, faces obliquely laterally in the 
flattened arch. The most secure position of the 
thumb in grasping objects is flexion at the meta- 
carpophalangeal joint but extension at the carpo- 
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metacarpal joint in line with the cone of articulation 
of the trapezium. If the cone is displaced laterally 
the muscle pull tends to slide the metacarpal off the 
trapezium and strain the joint by causing hyper- 
extension. 

Normally the long flexors of the fingers pull 
around the medial side of the trapezium and the 
lateral side of the uncinatum as pivots. If these 
bones have rotated away from the center of the 
arch the tendons slip over their curved surfaces into 
the soft tissues and tend to flatten the arch further 
and depress the normal fulcra. The extensor pollicis 
longus slips off the angulation of the hyperextended 
thumb and is strained in its groove at the outer side 
of the lower end of the radius, causing pain. 

The treatment consists in restoring the arches to 
their normal contour by retaining them in this posi- 
tion by improving the tone of the muscles by mas- 
sage. A wrist strap is applied which has lateral pads 
between which the extensors of the thumb play. A 
band from strap encircles the thumb, holding it in 
abduction. 

The results are seen in the X-ray picture which 
shows a much more compact and laterally narrowed 
carpus with a transverse, straight metacarpo-carpal 
joint. Davip Tetson, M.D. 


Della Vedova, R.: Tenodesis of the Quadriceps 
Femoris by Synostosis of Femur and Patella 
(Della tenodesi nel quadricipite, mediante sinostosi 
femoro-rotulea (nuovo processo operativo). Ann. 
ital. di chir., 1922, i, 113. 

In cases of paralysis of the extensors of the thigh 
which are due usually to anterior poliomyelitis and 
in which extension cannot be accomplished by trans- 
ferring the kinetic energy of other muscles to the 
patellar tendon, ankylosis of the knee joint is 
desirable. In 1887 Albert obtained ankylosis by 
uniting the articular surfaces, but this cannot be 
done in young persons without the risk of incom- 
plete union. There is danger also of arresting the 
growth of the bones as it is necessary to sacrifice a 
considerable amount of cartilage to obtain bony 
contact for union. Therefore the method should be 
used only after the eighteenth to twentieth years of 
age and is absolutely contra-indicated before the 
twelfth year. 

Having observed restoration of function by opera- 
tion in a case of inflammatory union between the 
patella and the trochlea of the femur (facies patel- 
laris), Della Vedova reasoned that in flail joints 
union between the patella and the femur with the 
leg in extension would give a functional ankylosis. 
He makes an incision along the internal margin of 
the patella up to the quadriceps bursa, pushes the 
patella aside and removes the cartilage on its poste- 
rior surface down to the bony substance. He then 
repeats this procedure on the facies patellaris which 
extends, when the leg is extended, to the upper 
patellar margin. Accurate hemostasis is obtained 
and the wound sutured in two layers. After the 
operation the leg is immobilized in extension in 
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plaster cast for sixty days and then for four to six 
months given physiotherapeutic care. 

The procedure is not difficult and is applicable to 
small patients. The immediate results are good as 
regards functional ankylosis but only prolonged 
clinical observation will decide whether it affects 
the growth of the bone. Della Vedova has operated 
upon three cases of flail joints in this manner but 
not enough time has elapsed to warrant an opinion 
as to the end-results. The method does not preclude 
arthrodesis at a later time. In Della Vedova’s 
opinion the removal of only the superficial layers of 
the cartilage from the facies patellaris, which is 
largely above the epiphyseal line, can have little 
effect on the growth of the shaft. This fixation of 
the tendon (Codivilla) or tenodesis (Reiner) is 
being applied to the ankle by Vacchelli, to the wrist 
by Perthes, and to the knee by Saxl. 

Husert Dunn, M.D. 


Nassetti, F., and Pizzetti, D.: Autoplasties with 
Pre-Formed Cutaneous Canals (Autoplastiche 
con canali cutanei preformati). Ann. ital di chir., 
1922, i, 360. 

Nassetti and Pizzetti state that their procedure is 
entirely new. The cutaneous or mucous autoplastics 
made to repair or reconstruct mucous canals or to 
canalize stumps with a view to cinematization do 
not always give good results even with the best 
technique. The authors construct a cutaneous canal 
in a selected region following exactly Pellegrini’s 
method for the construction of cutaneous bridges 
for cinematic purposes. Their method is new in that 
after cicatrization the whole cutaneous canal is 
removed to the new position in which it is required. 
It is then nourished by a cutaneo-aponeurotic strip 
to which it is kept adherent. Thus it is treated like 
a pedunculated skin strip, one mouth of the canal 
corresponding to the pedicle and the other to the 
free end. When the canal is completely isolated in 
its site (except for the pedicle) it is flexed and 
mobilized to its new subcutaneous bed and the old 
site is sutured. 

The procedure is completed by the formation of 
muscle and tendon loops as in the classical Vanghetti 
cinematic operations. W. A. BRENNAN. 


Rohde, C.: The Comminutive Plastic of the Tibia 
in Severe Rachitic Deformities with Pseudar- 
throsis: Also Some Remarks on the Regenera- 
tion of Bone (Komminutivplastik der Tibia bei 
schweren rachitischen Deformitaeten mit Pseudar- 
throse, nebst einigen Bemerkungen zur Knochen- 
regeneration). Arch. f. orthop. u. Unfall-Chir., 
1922, xx, 281. 


In cases of severe rachitic deformities of the lower 
leg in which the usual osteotomies do not give the 
desired results, the author applies the method which 
was first proposed by Voelcker for the treatment of 
pseudarthroses and later used by Loeffler for the 
treatment of rachitic deformities. After exsanguina- 
tion of the part, he makes a longitudinal incision 
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over the deformed tibia down to the bone, careiully 
raises the periosteal tube of the tibia without separ- 
ating it from the surrounding soft parts, resects the 
tibia with a Gigli saw throughout the area of the 
deformity, and fractures the fibula. After splitting 
of the resected bone and removal of the cylinder of 
marrow in toto, he implants the latter in the empty 
periosteal tube, breaks up the compact portion of 
the bone into the smallest possible splinters, and 
lays one-half to two-thirds of these splintered frag- 
ments in the periosteal tube beside the bone marrow. 
He then sutures the periosteal tube and soft parts 
and applies a plaster-of-Paris dressing. 

Rohde bases his work on animal experiments 
which showed that in old animals, after subperios- 
teal resection of a bone of the anterior extremities, 
the periosteum alone or with the marrow callus was 
unable to bridge over a defect of 2 cm., whereas in 
young animals a defect of the same size in the perios- 
teal tube was completely bridged over. The regen- 
eration was still greater in young animals when the 
marrow of the portion of bone resected in toto and 
single minute splinters of the compact portion of the 
bone were introduced into the periosteal tube. 

In the case of a girl 16 years old on whom an un- 
successful wedge-shaped osteotomy was done four 
months previously for a most marked rachitic 
deformity of the right lower leg, and who then had a 
pseudarthrosis, the method described gave an excel 
lent permanent result. Mav (Z). 


Schulz, O. E.: The Treatment of Large Defects 
of the Tibia (Behandlung grosser Defekte der 
Tibia). Casop. lék. Eesk., 1922, xi, 348. 

The patient was a 13-year-old girl who had had 
a number of operations eighteen months previously 
for acute osteomyelitis of the left tibia. Healing had 
occurred with loss of the diaphysis; the length of the 
defect was 16.5 cm. The left leg was 2 cm. shorter 
than the right. Beneath the wide scar extending the 
entire length of the tibia long, thin, separate pieces 
of bone adherent to the scar could be felt. Hyper 
extension to 220 degrees was possible. 

Operation consisted of extirpation of the scar and 
the newly formed bony pieces adherent to it fol 
lowed by the implantation of the fibular diaphysis 
into the tibial epiphyses with retention of bridges of 
periosteum. Six weeks after the operation the pa 
tient began to walk. By the end of eight weeks after 
the operation the tibia had become firmly adherent 
to the fibula and the fibula was thickened by 
periosteal apposition. Thirteen weeks after the 
operation nothing more could be seen of the fibular 
transplant. The tibia was from 9 to 21 mm. broader 
than before the operation. Krnpi (Z) 


MacAusland, W. R., and Sargent, A. F.: Trans- 
plantation of the Fibula. Ann. Surg., 102 
Ixxvi, gt. 

The authors give a detailed report of their 
results in the transplantation of the fibula for loss 
of the tibia due to osteomyelitis and other causes. 
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Fig. 1. Point of division of fibula preparatory to Fig. 2.. Transplant in place. 
transplantation. i 





Spalding dels 


Fig. 3. Point of division of lower fibula preparatory to Fig. 4. Transplant of lower fibula in place. 
transplantation. 




















Trang plonting Fibula into Sibra 
Fig. 5. Result of transplantation. 


The value of such transplants are: 

1. The danger of infection following a small 
exposure is slight as compared with that of a tibial 
graft. 
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2. Failure is practically impossible because the 
blood supply to the fibula is not disturbed. 

3. The bone rapidly hypertrophies to take up the 
added weight and leaves no defect from the absence 
of the fibula. 

4. Fracture of the graft is impossible. 

The transplantation of the entire fibula is done 
only in cases in which no regeneration follows 
osteomyelitis of the tibia. 

After careful preparation of the leg, an incision 
3 in. long is made between the head of the fibula 
and the head of the tibia (Fig. 1) with care not to 
injure or divide the peroneal nerve where it passes 
over the fibula. The remaining tibia is cupped out 
to take the fibula graft. A longitudinal slit is then 
made in the periosteal covering of the upper fibula 
and the outer half gently freed from the fibula. 
An osteotomy of the fibula is done as high as thought 
practical, and by means of heavy traction the fibula 
is pried into the tibial cup. It is usually best to 
deepen the cup a little to obtain better and quicker 
union (Fig. 2). 

The periosteum on the outer side of the fibula 
being left attached to the remaining fibula head 
and the outer transplanted shaft, a periosteal bridge 
is formed which will often develop a bony bridge 
thus more efficiently uniting the fibula and tibia. 

The use of wire is unwise as union is always de- 
layed in the presence of a foreign material. The 
wound is closed in the usual manner and a plaster 
cast applied from the toes to well above the knee. 
This cast is left on for two months, after which a 
similar operation is performed on the lower leg 
(Figs. 3, 4, and s). 

As a rule weight-bearing is permitted two months 
after the second operation, and either plaster or a 
caliper brace is used for a period of six to eight 
months. 

The rapidity with which bone hypertrophy 
occurs in the fibula is surprising. 

F. W. CarrutuHers, M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Forbes, A. M.: The Operative Treatment of Scolio- 
sis. J. Bone & Joint Surg., 1922, iv, 446. 

Forbes states that the work of Abbott of Portland 
in ro11 and of Feiss of Cleveland greatly stimulated 
the study of scoliosis. 

In 1911 the author drew attention to the fact 
that rotation of the thorax in one direction causes 
a paradoxical rotation of the vertebra in the op- 
posite direction. He attempted to evolve a scheme 
for the treatment of pathologic scoliosis by means 
of an opposite physiological scoliosis. This failed as 
all other methods of curing scoliosis have failed after 
structural changes have occurred. 

The report of the Scoliosis Committee of the 
American Orthopedic Association drew attention 
to the fact that in two cases out of six treated in 
jackets by the rotation method collapse occurred 





when the jacket was removed. The author believes 
that there are many cases of scoliosis which do not 
respond to any known method of treatment, and 
that future treatment will tend toward operative 
methods. The operation should be selected from a 
standpoint of etiology: (1) unstable base (variations 
in the strength and shape of the fifth lumbar 
vertebra); (2) loss of stays (muscular weakness or 
paralysis); (3) congenital malformation of the 
vertebrae. Cases suitable for operation are those 
which are becoming progressively worse and thos« 
in which only temporary improvement can be ob 
tained by non-operative means. 

In cases of scoliosis, two forms of operation are 
indicated: (1) the correction of the shape of the 
vertebra at the base of the spine, and (2) fusion of 
the spine. 
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To accomplish the first, the author suggests the 
possibility of the abdominal approach. For the 
second, the Albee or Hibbs operation and the 
operation described in the Journal of Orthopedic 
Surgery for September, 1920. 

A patient whose vital organs have been function- 
ing at a disadvantage must not be subjected to a 
lengthy operation. It is best to operate in two 
stages. The etiology should always be borne in mind. 

After operation the spine is placed by traction 
and rotation in the greatest possible correction, and 
a jacket applied while the patient is still under the 
influence of the anesthetic. 

In ten cases operated upon there was one death 
from pneumonia. A bony fusion has been found on 
several occasions at subsequent operations. All of 
the patients have shown an increase in height and 
have claimed improvement in their general con- 
dition. RoBert V. FunsTEN, M.D. 


Sorrel, E.: The Treatment of Pott’s Disease (Quel- 
ques considérations sur le traitement du mal de 
Pott). Presse méd., Par., 1922, xxx, 378. 


The author compares the classical with the sur- 
gical treatment of Pott’s disease. In the classical 
treatment of the tuberculous spine outside the gen- 
eral treatment the results will be obtained most 
rapidly by continuous recumbency, in some cases 
with a lumbar support in the dorsal position; in 
lumbar or lumbosacral Pott’s disease in the ventral 
position; in mid-dorsal or upper Pott’s disease by 
decubitus with the application of a fenestrated com- 
pressive corset; and in cervical and suboccipital 
Pott’s disease by decubitus and a plaster cast ex- 
tending to the child’s ears and the occipital tuber- 
osities. 

In the case of the child with Pott’s disease surgical 
measures are useless and may be harmful. In the 
adult, however, the anatomical result in the active 
period of the disease is different, and as a general 
rule anatomical recovery does not occur. For the 
adult the treatment should be the same at first as 
that given the child. Recovery is always less sure, 
however, and it is more difficult to determine when 
it has taken place. Therefore when the patient is 
first permitted to walk, every precaution must be 
taken to immobilize the postetior arches. 

Hibb’s operation is not quite so harmless as it has 
been made to appear. For this reason the Albee 
operation has been generally preferred. When 
Albee’s instruments are used the operation can be 
done rapidly and may be considered as almost en- 
tirely innocuous. Ankylosing operations should be 
done only on the adult and when the active period 
of the disease has passed. Many cases of Pott’s dis- 
ease in childhood continue to evolve without total 
ankylosis, whatever treatment is used. When the 
patient reaches adolescence an ankylosing operation 
may be considered, but if the condition is dorsal 
Pott’s disease with a marked gibbus and fan-shaped 
spinous processes care is necessary because if these 
processes are not well developed it would be danger- 
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ous to split them to form a bed for a graft and there 
is danger of opening the spinal canal. 

The immobilizing and surgical methods of treat- 
ing Pott’s disease are not necessarily opposed, but 
each type of treatment has its own indications. 

W. A. BRENNAN. 


Radulesco, A. D.: Operative Vertebral Synostosis in 
the Treatment of Pott’s Disease (La synostose 
vertébrale opératoire comme traitement du mal de 
Pott). Rev. d’orthop., 1922, ix 3 S., 305. 

Radulesco reviews the various operative and 
mechanical methods which have been used in the 
treatment of Pott’s disease and describes a new 
method of his own, viz., vertebral synostosis. 

In the cases of adults spinal anesthesia is em- 
ployed while in those of older children and of adults 
with upper dorsal or cervical lesions local novocaine- 
adrenalin anesthesia is sufficient. The operation 
consists of six steps as follows: 

Step 1. With the patient in ventral decubitus a 
median incision is made exceeding the extreme limits 
of the vertebral gibbus by several centimeters. Two 
paramedian incisions are then made the entire 
length of the wound at the sides of the spinous 
processes to disinsert the muscles of the vertebral 
apophyses. The apophyses and vertebral lamine 
are completely stripped of their periosteum. 

Step 2. The interspinous ligaments are sectioned 
with the bistoury. 

Step 3. The processes are split vertically with an 
electrically driven circular saw. The cut is carried 
through their entire length so as to split them into 
two equal parts. The cut halves are turned back 
laterally. The six or eight osseous segments then 
form a bony bed 3 to 4 cm. wide and the spinal cord 
is exposed. The bone graft will be placed on this 
surface. 

Step 4. A bone graft is cut from the eighth or 
ninth right rib almost as wide as the rib and equal in 
length to the bed prepared for it. The graft is about 
half the thickness of the rib but does not extend 
beyond the spongy tissue. 

Step 5. The costal wound is closed. 

Step 6. The graft is placed in its bed so that the 
medullary parts approximate each other and is fixed 





Fig. 1. The sectioned halves of the processes are turned 
back laterally. 
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Fig. 2. Placing the costal graft in its bed. 

in position by suture of the muscular and aponeu- 
rotic tissues. The operative wound is then closed 
without drainage with silk and catgut. 

Lordosis of the region is effected by the use of 
pillows. The patient is then kept in dorsal decubitus 
for about a month. Electrotherapy, massage, and 
re-education are employed. After several months 
paraplegic and bedridden patients are allowed to 
make their first attempts at walking with a cane. 
The use of a rigid orthopedic corset, aerotherapy, 
and heliotherapy is advised. 

In the author’s opinion Albee’s method is unsuit- 
able in the dorsal region because the spinous proc- 
esses there are rather short and narrow and the 
tibial graft cannot be well fixed. Moreover, if the 
gibbus is very marked the graft must be broken in 
order to give it the necessary curve. The chief dis- 
advantage of the method is the fact that its outcome 
is dependent on the survival of the graft. If the 
graft is fractured, the deformity becomes greater 
than before. 

In the author’s opinion a costal graft has many 
advantages over a tibial graft. 

Up to the present time twenty-five patients have 
been operated upon by the Radulesco technique. 
Most of them were adults or adolescents in ad 
vanced stages of Pott’s disease. Some were operated 
upon by the author and others by Jacobovici and 
Ursu. They included paraplegic patients and those 
with other severe complications. The results have 
been generally very good. Two or three months 
after operation some of the patients were able to 
walk without a protective apparatus. Disappear- 
ance of the gibbus in these cases made the esthetic 
result very satisfactory. No other operative method 
is as successful in this respect. In one case the graft 
was eliminated because of suppuration. In another a 
cold abscess with a subsequent fistula formed four 
months after operation at the site of the graft. This 
graft no doubt will be destroyed. W. A. BRENNAN. 


Gray, H. M. W.: Remarks on Bone Grafting as an 
Aid in the Treatment of Tuberculous Spinal 
Caries. Brit. M.J., 1922, i, 73. 

The indications of Hibbs and Albee for bone 
grafting are in the main accepted. In the cases of 
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adults the great advantages of the internal bone 
splint are the saving of a year or more of recum- 
bency and the lessened possibility of the growth of 
abscess and spread of the disease. 

The operation performed is a modified Albee. 
The fixation of the extreme posterior end of the 
vertebral spines in the Albee cannot control ail 
movement in the affected bodies at the other end 
of the articular fulcrum. A plaster of Paris body 
shell is made the day previous to the operation 
The erector spine are infiltrated with 1% per cent 
novocaine solution with adrenalin to minimize oozing 
and control shock. The operation is often performed 
under this local anesthesia alone. The skin is in 
cised, the spine and laminz are exposed, and the 
periosteum is rolled to the side. The exposed bone 
is roughened by small irregular incisions made with 
a chisel and raising of the edges of these incisions 
along the bed of the graft at the junction of 
the spinous processes and lamine. Gauze strips 
are used to tampon the dorsal incision while the 
graft is cut. Two wedges whose bases comprise 
three-quarters of the breadth of the anterior tibial 
surface are chiseled out, drill holes being made 
'-inch apart along the chisel line. The length of 
the graft has no relation to the extent of the spinal 
disease, but is as great as the length of the tibia 
allows. The grafts are placed along each side of the 
vertebr in the prepared bed wherein the bone dust 
from the drilled holes has been sprinkled. The 
wound is closed in layers without drainage. 

By this method a wide area of roughly chiseled 
raw bone undamaged by the cauterizing effect of 
the hot, rapidly rotating bone saw and aided by 
the known osteogenic properties of bone dust is 
approximated to a wide area of chiseled bone directly 
over the articular process of the vertebra. 

The postoperative treatment is conservative 
Walking and even sitting erect are forbidden for 
from four to six months. The results in the twenty- 
eight cases operated on in the past ten years are 
entirely satisfactory as checked by the anatomical 
physiological, and 1oentgen-ray criteria. 

Davip Tetson, M.D. 


Savariaud: A Case of Death Due to Shock Following 
a Bone Grafting for Pott’s Disease (Un cas 
de mort par shock 4a la suite d’une greffe osseuse 
pour mal de Pott). Bull. et mém. Soc. de chir. di 
Par., 1922, xviii, 965. 

Savariaud’s case was that of a man of 34 years 
with dorsal Pott’s disease. The patient’s general 
condition was good except for pulmonary emphy- 
sema. The gibbus involved several vertebra. 
There was a mediastinal abscess. The disease had 
been present for three years. 

At lumbar puncture under spinal anesthesia onl) 
a few cubic centimeters of cerebrospinal fluid could 
be withdrawn instead of the usual 20 to 25 c.cm. 
A graft was removed from each tibia. The vertebral 
stage of the operation was done under ether an- 
esthes'a with the patient in ventral decubitus. His 






























respiration was not good, however, and the operation 
was attended by a severe loss of blood despite the 
repeated use of tampons. At each vertebra two or 
three arterioles bled profusely. The hypertrophy of 
the spinous processes rendered the formation of the 
graft bed difficult. The operation consumed two 
hours. When the patient was returned to his room, 
he was pulseless. When he awoke he became vio- 
lently agitated. In spite of stimulants, he died in 
extreme agitation after about three hours. 

In this case a strong dose of cocaine was injected 
to obtain high anesthesia. This may have been the 
real cause of death but the author doubts it. He is 
of the opinion that, in the adult at least, exposure 
of the vertebral channels for an extent of 35 cm. 
on each side and the removal from each tibia of a 
bone graft of appropriate size is not as slight an 
intervention as is generally believed. He doubts 
that the ankylosis produced is of sufficient ad- 
vantage to generalize the practice of such a serious 
operation. W. A. BRENNAN. 


Solomon, E. P.: Report of Two Cases of Broken 
Back. Internat. J. Surg., 1922, xxxv, 168. 


The author reports two cases of broken back 
with good recovery. The first was that of a negro 
laborer who was struck upon the back of the neck 
by a falling girder. On admission to the hospital 
the patient was in shock, cyanotic, and dyspneeic. 
Complete motor paralysis developed. The X-ray 
showed pressure upon the cord exerted by the 
seventh cervical arch. Operation relieving the 
pressure resulted in complete recovery within a 
vear. 

The second case was that of a white miner upon 
whom a large rock fell, striking the lumbar spine. 
Motor paralysis was complete. Laminectomy cor- 
rected all symptoms. A year later the patient re- 
ported full recovery except for weakness in his hips. 

J. R. Mircuett, M.D. 


Willard, H. S.: Fractures and Dislocations of the 
Spine with Report of Five Cases. Northwest 
Med., 1922, xxi, 206. 


It is the purpose of this paper to outline briefly 
the general indications for operative treatment in 
fractures and dislocations of the spine. 

Operative interference is contra-indicated in com- 
plete severance of the cord, the symptoms of which 
are immediate and complete motor and sensory 
paralysis persisting even after a period of rest. 

The futility of operation is more clearly shown 
when the bony deformity in the X-ray indicates a 
break in the cord. Because of its high mortality 
on the operating table cervical fracture should be 
treated operatively only in rare cases. 

Operation is indicated for all fractures in the 
lumbar region with cord injury as the cauda equina 
is composed of a bundle of ordinary nerve trunks 
with medullated fibers which will regenerate after 
being reunited. It is indicated also in partial 
transverse lesions which are manifested by delayed 
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paralysis below the site of injury and in which the 
oedema or hemorrhage later causes complete par- 
alysis. The interval required for absorption of the 
cedema and hemorrhage, often two to five weeks, 
causes irreparable damage to the cord. Seventy-two 
hours of obstruction of the circulation by pressure 
due to hemorrhage will cause the death of nerve 
tissue. 

Fracture or dislocation without symptoms of cord 
injury should be treated conservatively by immo- 
bilization unless, as in lumbar fracture, the pain 
due to bony crush is sufficient to necessitate bony 
splinting. Bony splinting is held by the author to 
be of doubtful value. Davin Tetson, M.D. 


Henderson, M. S.: Osteoma of the Cervical Spine. 
J. Bone & Joint Surg., 1922, xx, 518. 

The case reported was that of a boy to years of 
age who, for four months before operation, com- 
plained of severe pain in the posterior aspect of the 
neck, a slight rise in temperature, and redness, 
swelling, and increasing flexion of the neck. Exam- 
ination revealed a hard, bony tumor in the right 
cervical region at about the level of the third cervical 
spine. 

Operation disclosed a circular tumor about 5 cm. 
in diameter attached to the spinous and lateral 
processes of the third cervicle vertebra on the right 
side. 

Pathologic examination revealed a fibrous capsule 
with trabecule running into the surrounding muscle 
tissue. The interior of the growth was composed of 
bone and fibrous tissue. There was no evidence of 
origin from cartilage but some osteoblasts were 
present. Davip Tetson, M.D. 


Hintze, A.: The ‘‘Lumbo-Sacral Fontanelle’’ and 
Its Relationship to Spina Bifida Occulta (Dic 
“Fontanella lumbo-sacralis’ und ihr Verhaeltnis 
zur Spina bifida occulta). Arch. f. klin. Chir., 1922, 
Cxix, 409. 

Hintze first discusses all the previous observations 
and views on spina bifida occulta. The cases re- 
ported in the literature he classifies into three groups: 
(1) those with a suspected cleft in the posterior 
sacral arches, (2) those in which a cleft was demon- 
strated at operation, and (3) those in which the 
defect was demonstrated anatomically. 

Virchow, in 1875, was the first to call attention to 
local hypertrichosis and the presence of a defect in 
the sacral region. Soon thereafter the clinical 
syndrome (lumbosacral hypertrichosis, neuroparalyt- 
ic disturbances of the lower extremities, and a cleft 
of the vertebral arch) was established. Fuchs went 
a step further by establishing the syndrome of 
myelodysplasia as a new disease picture. 

Hintze examined about 150 skeletons of anthro- 
poid apes, 1,100 human sacra of all ages, and 700 
roentgenograms. In 400 cases none of the conditions 
heretofore associated with spina bifida occulta 
were clinically demonstrable. The frequency of the 
different kinds of bone clefts of the lumbo-sacral 
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vertebral arches and their distribution with regard 
to the different periods of life are shown in five 
tables. Hintze then reviews the most common 
developmental processes of arch closure of the 
lumbo-sacral region and discusses the significance 
of the ossification clefts (hiatus lumbo-sacralis, 
hiatus lumbo-sacralis secundarius, hiatus inter- 
medius, fontanella lumbo-sacralis) as analogues of 
the cranial fontanelles in man. Then follows a 
discussion of the correlation of pathologic defects 
of ossification in the vertebral arches and the flat 
cranial bones and those of rachischisis occulta to the 
meningoceles. Hintze believes that, with the 
exception of the cleft which involves the entire 
breadth of the sacral canal as in open spina bifida, it 
cannot be determined with certainty from the visible 
form of the arch stumps and the breadth of the cleft 
noted in the roentgenogram whether it is a matter of 
persistent rachischisis or a rudimentary fontanelle. 
On the other hand, arch stumps bent backward 
only a little suggest a rudimentary spinal cord 
stump. A myelodysplastic syndrome demonstrated 
by clinical phenomena is confirmed by the roent- 
genological evidence even though myelodysplastic 
symptoms may occur when a cleft is not demon- 
strable in the roentgenogram. 

Hintze believes that the presence of a depression 
in the skin, a pigmented spot, or a local trichosis in 
the region of the sacral arch is very important; these 
denote a primitive cleft formation even when no 
myelodysplastic symptoms are associated with them. 
The X-ray frequently shows cleft formations in 
children when in reality none is present. On the 
other hand, clefts may exist in children and adults 
without appearing in the roentgenogram; as when, 
for example, one of the deviating arches, usually the 
lower which later appears as forming a spinous 
process, is placed over the other half of the arch so 
that in a sagittal exposure they appear as one arch. 

The article contains numerous excellent illustra- 
tions. RIEDER (Z). 


Schaller, W. F., and Weeks, A.: The Successful 
Removal of an Extra-Medullary Cord Tumor 
in the Lower Dorsal Region. California State 
J. Ms. 3922, XX, 224. 

Fourteen months previously, the patient, a man 
of 45 years, first noticed a superficial pain in the 
lower part of the abdomen on the left side and 
extending from the umbilicus to below the costal 
margin. This pain, which was more or less constant, 
was sometimes lancinating, often radiating to the 
back, and always worse at night. Walking and 
sitting seemed to relieve it. As lying in bed caused 
great pain, he stood or sat at night. Arising from a 
sitting or reclining posture was particularly painful. 
Progressive paraplegia developed, beginning with 
weakness and muscular atrophy of the left lower 
extremity and buttocks and finally extending to 
the right lower extremity so that the patient could 
not stand without support. Atrophy was marked 
in the gluteal and posterior thigh muscles. The 








INTERNATIONAL ABSTRACT OF SURGERY 






paralysis first affected chiefly the flexor mus: |: 
groups. Later the extensor muscles became 
fected by the paralysis. In the sitting position an 
attempt to contract the abdominal muscles reveal «| 
muscular flaccidity of both recti muscles below the 
umbilicus. 

On palpation of the intercostal spaces during 
expiration the fingers could be deeply pressed in 
between the ribs of the eighth, ninth, and tenth 
intercostal spaces but higher the firm resistance o! 
normal intercostal muscle-tonus could be felt. The 
tendon reflexes of the lower extremities were hy 
peractive. There was no clonus. The Babinski 
reflex was positive on both sides. The Oppenheim 
reflex was questionably positive on the right side 
The abdominal reflexes were doubtfully present 
Pain and temperature were altered on both sides 
below Dy. Heat and cold were confused at times 
A pin prick was identified as a point but not often 
as pain. The lowest sacral root innervation was 
conserved in the perineal, riding-breech-design 
area. Deep sensibility was affected, particularly, 
for vibration sense. Bladder and sphincter control 
was maintained. There was marked constipation 
or so-called colonic crises. 

The spine was held rigid but there was no lumbar 
muscle spasm. There was tenderness on percussion 
over the seventh dorsal spine. X-ray examination 
of the spine was negative. Lumbar puncture yielded 
a clear fluid containing twenty-nine cells per field. 
There was no increased tension. The Nonne and 
Noguchi tests for globulin were strongly positive. 
The Wassermann tests of the blood and spinal fluid 
were negative. The blood pressure was 150 systolic 
and 909 diastolic. There was oedema of both feet 
which was largely relieved by posture. 

The condition was diagnosed as an extramedullary 
tumor situated on the posterior and left aspect of 
the cord between the ninth and eleventh dorsal 


“segments. 


During laminectomy the fifth to ninth spinous 
processes and laminz inclusive were removed. At 
the level of the eleventh dorsal cord segment and 
opposite the eighth dorsal spine a soft, friable, 
intradural, extramedullary tumor, 3 by 1% cm. in 
size, was seen compressing the cord on the left 
lateral surface. While it was being excised the 
tumor broke into two portions. 

The patient withstood the operation well and 
about eleven months later had completely recovered. 
Convalescence was complicated by anemia, toxic 
polyneuritis, and decubitus ulcers of both hips and 
the sacral region. : 

The removal of five spinous processes and laminx 
has not appreciably interfered with the free motion 
of the spine. 

The authors recommend placing the patient 
immediately in the prone position following spinal 
operations for paralysis because of the danger of 
the formation or extension of decubitus ulcers. 

The histologic diagnosis of the tumor by Ophuels 
was glioma. Watter C. Burket, M.D. 
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Turbin, W.: Leriche’s Peripheral Sympathectomy 
in Severe Cases of Causalgia (Die periphere 
Sympathektomie nach Leriche, in schweren Faellen 
von Kausalgie). Klin. Med., 1920, i, 1. 

Because all attempts to treat causalgia conserva- 
tively gave only very unsatisfactory results, opera- 
tion was resorted to long ago in the treatment of this 
trouble. Denkman amputated the entire arm. In 
1878 Sklifosowski resected the ulnar nerve in 
causalgia of the upper extremity but without suc- 
cess, for soon after the operation the pain returned. 
In the Russian-Japanese war Oppel resected 14 cm. 
of the median nerve, but the pain did not disappear 
until many months later. 

In some less severe cases the conservative opera- 
tion of neurolysis may be successful, but in severe 
cases it has failed. Rusomoffski and Sicard supple- 
ment this operation with the injection of 70 per cent 
alcohol. The combined procedure has yielded good 
results in many cases, but there is one class, fortu- 
nately small, in which every type of treatment has 
failed entirely. Eight extremely severe cases of this 
type were observed by the author in the Moscow 
Traumatological Institute during the last war. 
Leriche’s peripheral sympathectomy was performed 
in these cases. 

On the theory that causalgia is a neuritis of the 
sympathetic nerve, Leriche proposed removal of 
the connective tissue covering from the co1respond- 
ing artery, in which are situated the ramifications 
of the sympathicus containing, as Joris proved, 
sensory as well as motor fibers. This idea was not 
new for such an operation had been performed by 
Jaboulay in 1899 in the treatment of diseases of the 
sympathetic nerves causing trophic disturbances 
(mal perforant), and Leriche, himself, had _per- 
formed sympathectomy with success in a case of 
Raynaud’s disease. In his last report he records 
thirty-nine cases of sympathectomy. 

Technically the operation is very simple. Turbin 
brings out certain points on which Leriche lays 
particular stress. The large arterial trunk is isolated 
for a distance of 8 to 10 cm. and the delicate con- 
nective tissue clinging to it then removed. The first 
step is the usual exposure of an artery in its course. 
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In the author’s cases it was always effected at a site 
higher than the injury. For the removal of the con- 
nective tissue from the arterial trunk Turbin uses 
instruments of the type employed in operations on 
the eye (scalpel, pincettes, etc.). In order to deter- 
mine whether all! the connective tissue has been 
removed, he moistens the artery; if any connective 
tissue remains, the artery shows the color of flesh, 
but if the arterv is bare, it is light gray. 

During the operation a contraction of the arterial 
wall usually takes place; the caliber of the vessel 
becomes smaller, the pulse at the distal end becomes 
weaker, and the parenchymatous hemorrhage from 
the tissues is increased. These phenomena may be 
attributed to a spasm of the vessel wall and com- 
pensatory expansion of the capillaries. The sphyg- 
mogram made on the operating table shows a con- 
siderable decrease in the size of the pulse wave of 
the diseased extremity. The ascending limb is less 
steep, the apex rather flat, the elevation of the des- 
cending limb becomes indistinct, the angle formed 
by the two limbs approaches a right angle, and the 
variations in elasticity are slight. The entire picture 
suggests the sphygmogram of advanced arterio- 
sclerosis. 

Before the patients were subjected to operation 
they were examined in the neurological department, 
kept under observation for a considerable length of 
time, and given physio-therapeutic treatment. In 
every case the operation of neurolysis was tried 
first, and sympathectomy was done only when this 
had failed. Hysteria was excluded in every instance. 

In all, eight peripheral sympathectomies were 
performed during the war, five on the brachial 
artery, one on the femoral and sciatic arteries, 
one on the femoral artery, and one on the popliteal. 
The results in these eight cases are summarized as 
follows: 

Long-continued conservative treatment caused no 
improvement. Neurolysis was a failure. Following 
Leriche’s sympathectomy there was rapid improve- 
ment, the pain and contractions disappeared, the 
trophic, vasomotor, and secretory disturbances 
decreased, and the ability to move the extremity 
returned. LuTHER (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Randall, A., Small, J. C., and Belk, W. P.: Gran- 
uloma Inguinale. Surg., Gynec. & Obst., 1922, 
XXXIV, 717. 

_ This study is based on sixteen cases of granuloma 

inguinale observed in the Philadelphia General Hos- 

pital. The authors estimate that at least fifteen cases 
of the condition pass through this institution yearly. 


The lesion commonly occurs in the groin. It begins 
as a small papule which, after rupture, shows a 
tendency to spread. The fully developed and typical 
lesion appears as a flesh-red, exuberant overgrowth 
of soft granulation tissue. It does not resemble an 
ulcer. Its edges are raised and overhang the skin 
margins. The exudate is scant, mucoid in character, 
and of a non-offensive odor. The lesion may extend 
over the perineal structures and even into the vagina 
and rectum. 
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With the exception of slight anemia there is an 
absence of local and constitutional symptoms. Was- 
sermann tests are negative. 

The diagnosis is based on the appearance of the 
lesion and the finding in smears of the characteristic 
encapsulated bacillus of Donovan within large mono- 
nuclear plasma cells. The intravenous administra- 
tion of antimony is followed by marked improve- 
ment and serves as a therapeutic test. The lesion is 
to be distinguished from chancroid and the ulcerative 
lesions of syphilis and tuberculosis with which it has 
been frequently confused. : 

In only three instances was the characteristic 
organism obtained in culture. This is a gram-neg- 
ative, non-motile, non-sporulent, encapsulated bacil- 
lus. Lesions produced by inoculations into animals 
were not characteristic and could be produced also 
by strains of organisms of respiratory origin. 

Sections of the lesion when examined microscopic- 
ally show a superficial cellular area mounted on a 
base of dense hyaline connective tissue. The cellular 
area is composed of a small amount of young connec- 
tive tissue, a small number of polymorphonuclear 
neutrophiles, and many endothelial leucocytes. 
Round-cell infiltration extends for a short distance 
under the apparently normal skin. 

Granuloma inguinale had a particularly poor prog- 
nosis when treated by salves, escharotics, antiseptics, 
and the X-rays, but will yield rapidly and remain 
permanently healed following the intravenous use of 
tartar emetic. Fifteen of the sixteen patients treated 
were cured. Two had recurrences which yielded rap- 
idly to re-administration of the drug. The tartar 
emetic is injected every second day. The initial dose 
of 0.04 gm. is quickly increased to the maximum 
dose of o.10 gm. The amount of treatment is in 
direct proportion to the size of the lesion. 

The histories of the sixteen cases reviewed are 
abstracted. The article also contains photographs of 
the lesions. V. G. BurpEn, M.D. 


Goljanitzki, J. A.: The Pathology and Surgical 
Treatment of Noma (Zur Frage der Pathologie und 
die operative Behandlung der Noma). Sitzungsb. d. 
Ver. f. theoret. u. prakt. Med., Astrachan, 1921. 


As regards localization, there are two distinct 
varicties of noma: (1) that which develops on the 
upper lip and causes necrosis of the entire cheek as 
far as the external acoustic meatus, and (2) that 
beginning on the chin and proceeding to the lower 
lip, the angle of the mouth, the lower jaw, and the 
tongue. In the middle of each of these regions are 
salivary ducts: on one side Stenson’s duct, on the 
other Wharton’s duct and the ducts of the sublingual 
glands. 

Twenty-four experiments were carried out by the 
author. The fact was established that the saliva of 
the animal which found its way from the buccal 
cavity into the tissues of the cheek caused rapid 
necrosis. This necrosis must be ascribed chiefly to 
the bacterial flora of the saliva and only partially to 
the action of its ferments. 
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In investigations in which an attempt was made 
to cause noma experimentally the salivary duct wa: 
destroyed by the injection of phenol, with care not to 
injure the skin. The saliva of the same animal was 
then injected. On the basis of these experiments thx 
author arrives at the following conclusions: 

The saturation of the tissues with saliva in the 
presence of the bacterial flora of the buccal cavity 
causes progressive necrosis which closely resembles 
noma in man. Such saturation lowers the resistance 
of the tissues to infection, and in the presence of the 
flora of the mouth leads to necrosis with mild inflam 
mation. 

After discussing the various methods of treating 
noma, the author expresses the opinion that atten 
tion should be paid to prompt exposure and drain 
age of the salivary duct leading to the affected area 
Complete success in the treatment of {noma can be 
expected only in cases in which the salivary duct 
has not become perforated and the surrounding 
tissues have not become saturated by saliva or in- 
fected. Asmuss (Z). 


SERA, VACCINES, AND FERMENTS 


Friedemann, U.: The Present Status of Serum 
Therapy (Der gegenwaertige Stand der Serum- 
therapie). Klin. Wehnschr., 1922, i, 1056. 

From this comprehensive work we will take only 
those parts of the subject which are of importance 
to the surgeon. 

Through the prophylactic injection of tetanus 
antitoxin as close to the wound as possible, almost 
complete disappearance of traumatic tetanus from 
the army was brought about during the war. Bul- 
lock and Cramer have pointed out that calcium 
salts in the soil exert a very injurious influence on 
the tissue in the wound and thus prepare a favorable 
bed for wound bacteria. They attempted to estab- 
lish a relationship between the number of cases of 
tetanus and gas gangrene and the calcium content 
of the soil, and assumed that the latter was par- 
ticularly low in the trenches because they were 
washed out by the rain. 

Friedemann judges the curative effect of tetanus 
serum much more favorably than other authors. He 
has seen severe cases with a short period of incuba- 
tion and a rapid course in which recovery was 
brought about by large doses (500-1000) given 
simultaneously by the intralumbar, intravenous and 
intramuscular routes. The difficulty in the use of 
streptococcus serum lies in the question of poly- 
valence. The large group of morphologically and 
culturally indistinguishable streptococci includes a 
considerable number of serologically differentiated 
strains, concerning the number and frequency of 
which we still know comparatively little. It is pos- 
sible to judge the therapeutic effect of the serum 
only in cases in which it has been determined wheth- 
er the serum to be used does in fact possess a pro- 
tective material against the strain of streptococcus 
cultured from the lesion. Sraut (Z). 

















BLOOD 


De Jongh, C. L.: Blood Transfusion (Ueber Blut- 
transfusion). Nederl. Maandschr. v. Geneesk., 1921, 
x, 640. 

The author has undertaken blood transfusions on 
a great variety of indications. Blood from the pa- 
tient and from the giver are always first examined 
for agglutination; if agglutination does not occur, 
hemolysis does not take place. For this examination 
serum and blood corpuscles from both the donor 
and the recipient are necessary. 

The serum is obtained in the usual manner. The 
blood corpuscles are obtained as follows: 

The blood is collected in a glass containing 5 
c.cm. of a solution of 1.5 gm. of sodium citrate in 100 
gm. of 0.8 per cent sodium chloride solution. Suffi- 
cient blood is allowed to run in to give the mixture a 
bright red color. The blood corpuscles are then 
separated by centrifugalization and a 5 per cent 
suspension in normal salt solution is prepared. 
Hanging drops of this suspension are then examined 
under slight magnification for agglutination of the 
erythrocytes. If at the end of a few minutes there is 
no agglutination, a second suspension should be 
made. 

De Jongh observed in some cases that the blood 
of close relatives did not belong to the same group; 
hence blood relationship alone does not necessarily 
signify suitability of the blood for transfusion. The 
Wassermann iest is always made on the donor. ‘The 
transfusion is performed as follows: 

The brachial vein is ligated and the area disin- 
fected in the usual way. The blood is drawn by a 
tube of large caliber into a wide sterile vessel con- 
taining 12.5 c.cm. of a sterile 2 per cent solution of 
sodium citrate and is stirred with a glass tube. 
When 125 c.cm. of blood have run in, 12.5 c.cm. 
more of sodium citrate are added, and then more 
blood is run in until 250 c.cm. have been obtained. 
The blood must come from the vein in a stream; 
otherwise the tube is changed. The blood is intro- 
duced into the patient’s vein by means of a cylinder 
such as was formerly used for the administration of 
salvarsan. The tube and the lower end of the cylin- 
der are filled with physiological sodium chloride 
solution and the tube is fastened into a vein prefer- 
ably under local anesthesia. The citrated blood is 
then added. About 15 c.cm. are introduced per 
minute under strict asepsis. 

The author discusses his experiences in 20 cases 
in which transfusions were undertaken because of 
the following conditions: (1) acute loss of blood; 
(2) secondary anemia; (3) pernicious anemia; 
(4) hemorrhagic diathesis; and (5) sepsis. In all of 
the cases the transfusion was followed by a rise of 
temperature; as a rule this lasted but a short time, 
and in some was accompanied by a slight rigor. 
Most of the patients felt well in spite of the high 
temperature. The fact that this rise of temperature 
has not been observed by many other surgeons, 
de Jongh believes is due to failure to take the tem- 
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perature immediately after the transfusion and then 
at hourly intervals. In one case he did not observe 
a rise of temperature, but in this the hourly testing 
was not done. In one case hemoglobinuria followed 
the transfusion in spite of a negative test for hamo- 
lysis and agglutination. In a case of pernicious 
anemia it occurred three times after transfusion 
from three different donors, for each of whom the 
laboratory tests were negative. 

The author is not optimistic regarding transfusion 
in acute loss of blood. In secondary anemia, par- 
ticularly that due to cancer, he has seen good results. 
In these cases it is useful also as a measure prepara- 
tory to operation. In no case of pernicious anemia 
has de Jongh found it of value. It is his experience 
that these patients have periods of improvement 
even without blood transfusion and can be aided 
best by arsenic and rest in bed. In hemorrhagic 
diathesis transfusion surpasses all other remedies. 
Small quantities of blood should be transfused 
daily. In one of two cases of chronic endocarditis 
a cure was obtained by transfusion of blood previous- 
ly immunized against the appropriate strain of 
streptococci. Therefore, considering the severity of 
this disease picture, transfusion should always be 
tried. 

In de Jongh’s opinion the transfused blood does 
not act as transplanted tissue as the quantity is too 
small and the anemia improves very slowly. A 
stimulation of the organism, particularly of the 
bone marrow, appears more plausible. How this 
takes place is not yet known. In Germany an acti- 
vating of the protoplasm is spoken of, in France, a 
protein shock. In children, however, the process 
seems to be different. Gorter and Halbertsma cal- 
culate mathematically how much blood is lacking in 
an anemic child and introduce this amount; imme- 
diately after the transfusion there is a rise in the 
hemoglobin content and of the blood corpuscles 
which corresponds to their calculations (observed in 
eight cases). To obtain the same results in an adult, 
however, it would be necessary to introduce such a 
large quantity of blood that the heart and vessel 
walls would be endangered. Therefore in these 
cases it must be assumed that an activating effect is 
exerted caused by a considerably less amount of 
blood, perhaps by less than is usually supposed. 
The author suggests therefore that the same effect 
might be obtained also by the introduction of other 
albuminous substances. Timm (Z) 


BLOOD AND LYMPH VESSELS 


Kroll, F.: Two Rare Localizations of Haeman- 
giomata (Zweiseltene Lokalisationen von Haeman- 
giomen). Med. Klin., 1922, xviii, 564. 

The first case was that of a 12-year-old girl with a 
hemangioma in the muscle fascia of the right arm. 
The tumor was removed under local anesthesia. 
It was found to be in close relation to the fascia 
but the muscles lying underneath were entirely nor- 
mal. Operation was followed by uneventful recovery. 
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The second case was that of a man 37 years old 
who had a vascular tumor on the glans penis. 
While shoeing a horse twenty-five years previously 
he received an injury of the penis which was sup- 
posed to be only a very slight abrasion of the skin. 
The blood tumor was first noticed during the war. 
It slowly increased in size and new nodules appeared 
on the right undersurface of the penis. During the 
last few years urination was occasionally obstructed 
for a few seconds, at which times a sensation of 
narrowing of the urethra was experienced. On 
November 29, 1921, a slight hemorrhage occurred. 
Examination by the author revealed on the right 
undersurface of the glans penis an_ irregularly 
circumscribed, slightly elevated, dark bluish-red 
nodular tumor measuring 1.5 by 1 cm. and extending 
up to the urinary meatus. The urethral mucosa, 
as far as it could be seen with the naked eye, was 
pouting and blue. The tumor was soft and com- 
pressible. A diagnosis of cavernoma of the glans 
penis with involvement of the urethral walls was 
made and the growth removed under local anas- 
thesia. It was found to include almost the entire 
right side of the glans and toextend along the urethra 
to a depth of about 2 cm. It was closely attached 
to the urethral mucosa. The operation was fol- 
lowed by uneventful recovery. The extirpated tumor 
was the size of a cherry and not encapsulated. 
Extirpation of hemangiomata is absolutely 
necessary because of the danger of sudden hemor- 
rhage. If gonorrhoea is superimposed, infiltration of 
the urethral wall, erosion of the tumor, and very 
severe hemorrhage may result from the additional 
inflammation. The condition may arise from a 
congenital anlage. CreivE (Z). 


Yates, J. L.: The Proper Treatment of Chronic 
Malign Diseases of the Superficial Lymph 
Glands. Arch. Surg., 1922, v, 65. 

The term “malign” is applied to any granulo- 
matous or neoplastic disease against which the 
body is unable to muster sufficient spontaneous 
resistance to induce recovery. 

Chronic malign diseases of the lymph glands are 
of three varieties: (1) granulomata, such for 
example as tuberculoma; (2) neoplasms, especially 
carcinomata, and (3) a group of maladies inter- 
mediate between granulomata and neoplasms which 
includes Hodgkin’s disease, lymphocytic leukaemia, 
lymphosarcoma, chloroma, and the so-called spindle- 
cell sarcoma of the lymph glands. 

The most dependable evidence of relative malig- 
nancy is the type and extent of the peri-adenitis. 
This also frequently measures the defensive response. 

Persistent abnormalities in the blood pressure 
response to exertion are significant. Alymphopenia 
or anemia which does not respond to proper 
stimulation is evidence of a permanent loss of the 
power of regeneration in the mother cells. A con- 
siderable reduction in the number of platelets, 
especially when those present are abnormally large, 
positively contra-indicates operation. 
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If “cure” means elimination of disease so com 
plete as to preclude the possibility of a recurrence, 
then malign diseases are generally incurable. Thx 
most common cause of failure after operative treat 
ment, especially in affections of the cervical glands, 
is local or regional recurrence which is due to in- 
complete removal of the initial lesion and inadequat: 
regional excision. Statistics advanced to show thi 
results obtained by various therapeutic methods 
are unreliable because they cannot show the most 
important phase of the problem, namely, the 
degree of malignancy at the time of treatment. 

Next to excision, radiation is at present the means 
usually relied upon to destroy initial lesions and 
control malign lymphomata. Too little use is made 
of the actual cautery. Foci that cannot be excised 
may be destroyed by heat or by cauterization fol 
lowed by radiation. Proof is yet lacking that surface 
radiation can destroy intraglandular malign dis 
eases. Malign processes are modified but not 
destroyed. 

Effective extirpations of malign lymphomata from 
the neck, axilla, and groin must remove, in addition 
to the structures involved, all of the gland-bearing 
and disease-bearing tissues and those in which lie 
the lymphatic connections to adjacent regions. 
Moreover, prompt healing and functional rehabilita 
tion must be assured. 

If healing is smooth, regional lymph glands and 
vessels regenerate after extirpation in less than three 
months, and apparently function normally. 

The mortality following complete regional ex 
tirpation depends upon the patients’ condition. 

Skin flaps should be completely reflected as the 
first step, kept covered with warm moist gauze, 
and protected from pressure until replaced. Dis- 
sections of deep tissues should be concentric. Sharp 
dissection is best. After dissection is completed, 
dead spaces are obliterated as far as possible by 
suture or tissues fixed by suture so that the pressure 
of bandages will lead to their obliteration. A muscle 
floor is to be fashioned upon which the skin flaps 
which to a large extent have become skin grafts 
may rest and from which they are to obtain their 
circulation. The importance of constructing a 
floor of muscle denuded of fascia but assured of ad- 
equate circulation cannot be overestimated. 

Attempts to disinfect the deep wound with iodine, 
ether, or the roentgen ray are not only futile but 
harmful as they provoke greater serous exudation 
and oedema. Accurate hemostasis is imperative. 

The incisions are determined partly by the ex 
posure required but more by the character of the 
healing apt to follow. The skin flaps must not be 
dissected too thin. 

Large amounts of elastic dressings are placed 
upon the warm glycerin gauze next to the wound. 
In neck dissections the head is inclined toward the 
side operated upon, rotated toward the opposite 
side, and firmly fixed for four or five days. 

Ether anesthesia induced with the Connell appa- 
ratus is the most satisfactory for the patient. 
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The technique of the complete dissection of the ever, it remained raised after the injections were 
cervical, axillary, and inguinal regions is described stopped. The exchange of gases was, as a rule, some- 







































in detail. what diminished. Diuresis was decreased in the 
Thirty-five illustrations are given to show the castrated animals, but was increased in those ani- 
a incisions advocated, the anatomy, and the results. mals subjected to castration and thyroidectomy. 
Cart R. SretnkeE, M.D. The injections were not observed to have any injuri- 

ous effect. 


Following the injections of prostatic emulsion no ' 
EXPERIMENTAL rou AND SURGICAL injurious influence was observed. On the contrary, Hf 


i the animals increased in weight. There was a dis- iil 
Ssawitsch and Tonkich: The Secretion of the Adre- _ tinct rise in diuresis, especially in the castrated ani- 
nal (Ueber die Sekretion des Adrenalins). Russk. mals. The protein metabolism rose, as indicated by 
Physiol. Jurn. imeni Ssetschenowa, 1921, ili, 45. an increase in the elimination of nitrogen. The 
The authors studied the secretion of adrenalin influence on the exchange of gases was found to be 
after stimulation of the splanchnic nerve by making __ less distinct. 
use of the method of crossed circulation. The inter- It is clear, therefore, that there is a synergetic 
nal end of the carotid artery of one dog was anas-__ relation between the male sex glands and the pros- 
tomosed to the peripheral end of the carotid artery tate. The hormones of the testicles and of the pros- 
of another dog of the same size by means of the tate raise the protein metabolism, and the effect is 
tubes, and in order to prevent tension a piece of the particularly marked when there is simultaneous 
external jugular vein was also inserted. action of two hormones and when the animals have 
Kymographic registration of the blood pressure of _ been castrated. PetRow (Z). 
the femoral artery in both dogs following curariza- 
tion and during artificial respiration showed the two Ssawitsch and Ssoshenstwenskij: The Influence of 
curves to be parallel. The splanchnic nerve on the Stimulation of the Vagus on the Secretion of H 
left side of one of the dogs was then dissected away. the Intestinal Ferments (Der Einfluss der Vagus- 
The mingling of blood had in itself no influence on reizung auf die Sekretion der Darmfermente). 


the blood pressure but when the splanchnicus of one — Physiol. Jurn. imeni Ssetschenowa, 1921, iii, : 


animal was electrically stimulated, the blood pres- ; 
sure rose, first in that dog and then also in the other; The experiments were carried out on etherized ) 
the pulse of the second dog was similar to that which cats. The spinal cord was severed below the medulla } 
appears after stimulation of the vagus nerve. oblongata and the animal kept alive by artificial 


Injection of adrenalin into the blood of the first respiration. The pylorus was ligated and a tube 
dog brought about the same rise of blood pressure introduced into the lower small intestine. A second 
in the second. On the other hand, when the blood _ ligation was placed between duodenum and jejunum 
pressure was increased in the first dog by stimulation and a second tube inserted into the duodenum. 
of the sciatic nerve, the blood pressure of the second During the experiment the animals were placed in a 
dog remained unaffected. Petrow (Z). warm bath containing physiological salt solution. 

Stimulation of the vagus occurred with rhythmic 

Bogoslowskij and Korentschewskij: The Influence _ tetanization at the throat. The amount of kinase in 
of the Internal Secretions of the Testicles and the intestinal juice was determined by the rapidity 
Prostate on Metabolism (Der Einfluss der inneren with which fibrin was digested; the amount of 
Sekretion der Hoden und der Vorsteherdruese auf erepsin, by titration of a decinormal alkaline solu- 
den mata _Russk. Physiol. Jurn. imeni tion of peptone with formol; and the amount of 
Sselschenowa, 1921, ili, 47. lipase by titration of milk and intestinal juice with 

Experiments were performed on fourteen dogs, decinormal solution of soda. 
some of which were normal, others castrated, and When the vagus was stimulated, the secretion 
others both castrated and thyroidectomized. A appeared earlier and was more pronounced than in 
testicular emulsion or a prostatic emulsion was’ the control experiments in which there was no 
injected subcutaneously. The food of the animals stimulation. The ferments collect during the period 
was the same before, during, and after the period of | of latency and in the first portion of the intestinal 
injection — horse meat and horse fat. The results juice they were present in great abundance. After 
with regard to the effect of the testicular emulsion the stimulation was stopped the ferment curve fell 
are summarized as follows: but when the stimulation was renewed the curve 

1. The action of the testicular emulsion expressed rose again if the strength of the current was in- 
itself in a constant and noteworthy rise in the pro- creased. Atropin did not paralyze the influence of 
tein metabolism. In castrated animals the meta- the nerves on the secretion of the intestinal juice, 
bolism of protein was lowered and the effect of the but lowered the quantity of the juice, and particu- 
injections particularly evident. When the injec- larly the quantity of the ferments. After the lapse 
tions were stopped, the protein metabolism sank of time, renewed stimulation raised the concentra- 
again, evidently because of the effort of the organism __tion of ferments again and a fresh dose of atropin 
to rid itself of the excess sex hormones. Often, how- again diminished it. PEtTRow (Z). 
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Kropveld, S. M.: Experimental Contributions to 
the Question of Bone Transplantations (Expcri- 
mentelle Beitraege zur Frage der Knochentrans- 
plantationen). Nederl. Maandschr. v. Geneesk., 1921, 
X, 471. 

After reviewing the earlier experiments to deter- 
mine which of the elements of the bone tissue is 
responsible for bone regeneration following trans- 
plantation, the author cites the work of Axhausen 
(1909) who endeavored to investigate the entire 
subject of bone transplantation anew by extensive 
experiments on 146 animals, including rats, rabbits, 
and dogs. The bones were transplanted with perios- 
teum and marrow, without periosteum but with 
marrow, and without either periosteum or marrow. 
In the last-mentioned experiments the bone without 
the periosteum was cooked, or macerated sterile 
bones were used. 

These investigations supported the theory of 
Barth that all transplanted living bone is destroyed. 
The implanted bone tissue, whether surrounded or 
not by living periosteum and bone marrow, always 
becomes necrotic. If periosteum and bone marrow 
are situated in its vicinity, this dead bone is later 
replaced by living bone, the replacement occurring 
partly from the free surface, but mainly from the 
vascularized canals into which the tissue grows. 
However, Axhausen could not substantiate the ‘‘in- 
sidious replacement” of Barth. He found rather 
that there is first a lacunar breaking down and that 
this is followed by growth along the walls. The 
haversian canals become wider and there appear 
areas of absorption in which the osteoclasts lie. This 
absorption immediately follows apposition. Bone is 
absorbed on one side of the vascular canal and new 
bone is formed on the other. To a great extent the 
periosteum and marrow remain alive under favorable 
circumstances and form new bone in the transplant, 
in the bone as well as in the soft parts. The most 
favorable conditions are to be found along the free 
border of the periosteum. Here the soft parts lie 
directly against the cambium layer; the same applies 
to transplanted marrow. Direct and extensive ap- 
position with the surroundings is the first requisite 
for viability. In order to increase the viability of 
the periosteum, Axhausen recommended incising the 
periosteum to increase the moisture of the cambium 
layer. 

A great many other observers agreed with Axhau- 
sen and others rejected his conclusions. Axhausen 
is recognized mainly in Germany. In England, the 
views of Macewen are more popular. According to 
Macewen’s theory the periosteum has nothing to do 
with the growth of bone as such, being only a pro- 
tective limiting membrane. The bone tissue can go 
through all the stages of growth without the influ- 
ence of the periosteum. Bone grows with the aid of 
the osteoblasts, which originate from the bone cells 
of the diaphysis. As long as these osteoblasts are not 
matured, they may proliferate markedly and form 
bone. The proliferating power of bone cells is just as 
great as that of epithelial cells. Usually the osteo- 
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blast grows in the loose tissue between the bone and 
periosteum. The function of the periosteum is to 
inhibit the osteoblasts from penetrating the soft 
tissues; if they do penetrate as the result of injury of 
the periosteum exuberant callus results. The longi 
tudinal growth of bone occurs mainly on the side of 
the epiphysis lying near the diaphysis. Microscopi: 
examinations were not done in most of the work o} 
Macewen. He still agrees with Ollier that a healed 
bone must always be considered as living. The 
claims of Macewen have been very much criticized 

At about the same time that Macewen published 
his theory Murphy reported his findings, agrecing 
with Macewen on some points but disagreeing with 
him on others. According to Murphy’s theory, the 
periosteum itself does not form bone, but is impor 
tant as a limiting membrane. Murphy therefore 
never removed it from the transplanted bone. He 
claimed that the transplant itself has no osteogenetic 
power, being only osteoconductive. He emphasize: 
the fact that direct contact of the implant with the 
living bone is absolutely essential for successful 
transplantation. 

In 1912 Albee examined several specimens from 
dogs and man showing the results of the implanta 
tion of a piece of the tibia into the spinous processes 
of a few vertebre which had been done in an opera 
tion he recommended for tuberculous spondylitis. 
On the basis of his investigations Albee believes 
that the transplant remains alive, even when it has 
been preserved on ice for some time. This he 
attributes to good vascularization of the implant 
through the vessels of the bone to which the trans 
plant is closely applied. Periosteum which is not 
placed deeply cannot form bone. 

Cotton and Loder and Brown (1913) were unable 
to determine whether free or pedicled transplanted 
periosteum forms bone or not. They concluded that 
periosteum is not absolutely necessary but is very 
important for the growth of bone. 

Lewis (1914) agreed on the whole with Macewen. 

MacWilliams (1914) also supported the theory oi 
Macewen, basing his opinion on experiments on man 
and animals. He claimed that bone regeneration 
cannot occur without periosteum or without mar- 
row, that the transplant remains alive, but that the 
periosteum seems to have a special function which 
is somewhat more than that of a limiting membrane 
The viability or death of the transplant depends 
entirely upon the blood supply. MacWilliams had 
only roentgenographic controls. 

Dawis and Hunicut (1915) undertook a larg: 
number of experiments on animals to investigate th: 
function of the periosteum. They made no micro 
scopic studies. They found that free or pedicled 
periosteum forms bone. Autogenous bone, with and 
without periosteum, may remain alive when trans 
planted into bone defects. 

Gill (1915) also believes that transplanted bon« 
remains alive. 

Against these investigators, who support the views 
of Macewen, there are such opponents as Carre 




















(1912), Haas (1914), and particularly Mayer and 
Wehner. In their transplants a change of bone cells 
to osteoblasts was nowhere demonstrable. The 
division of bone cells and the migration of bone cells 
to the surface of the bone were not seen. Regarding 
the important function of the periosteum and endos- 
tium, which remain alive, these authors agree with 
Axhausen. Regeneration of bone deprived of perios- 
teum is explained by the presence of portions of the 
cambium layer which will be found on microscopic 
examination to be attached to its inner aspect. In 
the cases operated upon by Albee, Mayer found a 
portion of the implant still living sixty days after the 
operation. The distinct development of the small 
canals shows that by means of these canals the 
young, newly formed bone cells penetrate into the 
bone spaces of the old bone. 

Phemister confirms on the whole the investiga- 
tions of Axhausen, as does also Lewis (1915). 

Brooks (1917) stated that he could not ascribe a 
bone-forming function to the periosteum. Lanz 
(1917) believes in the viability of the transplant. 

The article is concluded with the following sum- 
mary of the theories reviewed: 

1. The original conception of Ollier was that the 
transplanted piece of bone remains alive, and the 
periosteum and bone marrow are bone forming 
tissues. 

2. Axhausen believes that the transplanted bone 
dies and that the surviving periosteum and bone 
marrow are replaced. 

3. Macewen claims that the transplanted bone 
remains alive and that the bone itself can form bone, 
whereas the periosteum serves only as a limiting 
membrane. (Z). 


Rasdolskij, J. J.: Histologic Changes in the Nerv- 
ous System in Animals Subjected to Thyroi- 
dectomy and to Parathyroidectomy (Histo- 
logische Veraenderungen im Nervensystem bei 
thyroidektomierten und __parathyroidektomierten 
Tieren). Russk. Physiol. Jurn. imeni Ssetschenowa, 
1921, iii, 39. 


The author experimented on ten dogs, six cats, 
and two rabbits. In one series the entire thyroid 
gland and parathyroid gland were removed, and in 
the other seties only the thyroid gland. 

In the first series the changes in the nervous sys 
tem, like the clinical reaction, were of an acute char- 
acter. Nissl’s “‘acute disease of the cells” appeared 
in all parts of the nervous system. In the neuro- 
fibrils there was granular disintegration, and in the 
nerve fibers Waller’s degeneration and fragmenta- 
tion were noted. In the cortex of the brain and the 
nuclei of the medulla oblongata marked capillary 
congestion and occasional small extravasations of 
blood were found. The origin of these changes is 
probably to be referred to the spasms, dyspnoea, 
and other consequences of the thyroidectomy and 
parathyroidectomy. 

Following simple thyroidectomy the anatomical 
changes showed a gradual increase. They were most 
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severe in the cortex of the brain, and less severe in 
the spinal and sympathetic ganglia, the pons varolii, 
the medulla oblongata, the cerebellum, and the 
spinal cord. In the nerves Nissl’s chronic disease of 
the cells led to sclerosis. In severely cachectic ani- 
mals fine granular lipoid deposits were found in most 
of the nerve cells. Disintegration of the fibrils and 
Waller’s degeneration and fragmentation of nerve 
fibers were also demonstrable. In the glia reactive 
changes developed and lipoid was deposited, but on 
the whole the glia reaction was not very pronounced 
a fact due to the overthrow of the synthetic processes 
and the changes in the metabolism. Prrrow (Z). 


Kuprijanoff, P. A.: The Position of the Transverse 
Colon (Ueber die Lage des Colon transversum). 
Monograph, Petrograd, 1921. 


The position of the large intestine is of great prac- 
tical importance in surgery. From a review of litera- 
ture on the subject it appears that the term “trans- 
verse colon” is not correct, as the position of this 
part of the large intestine is extremely variable. 

The author undertook to determine the relation- 
ship between bodily conformation, sex, age, etc., and 
the position of the transverse colon. 

Kuprijanoff’s monograph consists of six chapters. 
In the first the development of the transverse colon 
is explained. On the basis of our present knowledge 
of embryology, it is possible to distinguish two types, 
the perfect and the imperfect. The imperfect type is 
accounted for by a lack of plastic material due to 
insufficient vascularization. When vascularization 
is sufficient the perfect type results. Kuprijanofi’s 
research was made on 1o1 cadavers (eight embryos, 
three newborn infants, and ninety adults). Those 
cases in which at operation the transverse colon was 
not found in its usual place were cases of the imper- 
fect type. Still other variants in the course of the 
transverse colon are brought about by embryological 
causes. The author presents all the known cases of 
unusual position of the transverse colon. 

In the second chapter Kuprijanoff describes the 
types of position of the transverse colon. He dis- 
tinguishes four such types: (1) the horseshoe-shaped 
colon, with its arch upward; (2) the transversely 
lving colon; (3) the U- or V-shaped colon with its 
arch downward; and (4) the obliquely lying colon. 

The first type is characterized by absence of the 
colonic flexures. The ascending colon passes into the 
transverse colon and the latter into the descending 
colon by a single curve. This type of transverse 
colon is often seen in children. In the second type 
the two colonic flexures form almost equal angles 
but the angle on the right is usually somewhat 
greater than that on the left. In the U- or V-shaped 
colon there are usually three angles. The right and 
left colonic flexures form an angle of 45 degrees or 
less which is open below The third angle is formed 
by the transverse colon itself and for this reason the 
author names it the ‘‘ transverse flexure.” 

These types of position of the colon are dependent 
on the shape of the abdomen. The author distin- 
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guishes four abdominal shapes: (1) an oval abdom- 
inal cavity with vertical long axis; (2) an oval 
abdominal cavity with a horizontal long axis; (3) a 
pear-shaped abdominal cavity with its apex upward; 
and (4) a pear-shaped abdominal cavity with its 
apex downward. 

The shape and size of the abdomen can be deter- 
mined in the living person by measuring the dis- 
tance between the farthest lateral points on the 
tenth ribs and between the xiphoid process and the 
symphysis. Multiplying the dimensions thus ob- 
tained by 102 gives the so-called costal index. Mul- 
tiplying the ratio of the spinous interval to the dis- 
tance between the xiphoid process and the symphy- 
sis by 100 gives the spinal index which indicates the 
size of the lower segment of the abdomen. It will be 
found that as a rule the costal index is 58.0 and the 
spinal index 73.0. The figures 53.0-69.0 belong to 
the first type of abdominal shape, 61.0-75.0 to the 
second, 54.c-74.0 to the third, and 58.0-69.0 to the 
fourth. 

The first type is found usually in the incompletely 
developed organism, in the newborn and in embryos. 
The second type is found chiefly in males (75.8 per 
cent), the third type in females (78.9 per cent), and 
the fourth in males (70.0 per cent). The shape of 
the transverse colon stands in a definite relationship 
to these shapes of the abdominal cavity. The horse- 
shoe transverse colon corresponds to the first type of 
abdominal cavity (oval with the long axis vertical); 
a transverse (horizontally lying) colon is found in 
the second type (oval with the long axis horizontal); 
the U- or V-shaped transverse colon is found with 
the third type (pear-shaped abdomen with its apex 
upward); and the oblique transverse colon (from 
below upward and from left to right) is found with 
the fourth type (pear-shaped abdomen with its apex 
downward). 

The examinations were made with the cadavers in 
a horizontal position and with the abdominal cavity 
open. The position of the abdominal cavity was 
drawn on ground glass made transparent by petro- 
leum. For the most part fresh cadavers were used for 
the examinations, but the sculpture method with 
frozen cadavers was also employed. The roent- 
genographic findings of other authors agree in nearly 
all particulars with the findings reported by Kupri- 
janoff. 

In the third chapter the author gives a description 
of the hepatic flexure, its level, ligaments, etc. The 
hepatic flexure lies as a rule at the level of the tenth 
rib (44.6 per cent). In 23.4 per cent of cases it is at 
the level of the eleventh rib, in 14.8 per cent at the 
level of the eighth rib, in 6.8 per cent at the level of 
the ninth rib, in 4.2 per cent at the level of the 
twelfth rib, and in 2.1 per cent at the level of the 
seventh rib. The author found the right phrenico- 
colic ligament comparatively frequently (33.3 per 
cent). The ligamenta varioformia are regarded by 
him as supplementary apparatus which function 
only when the true ligaments of the transverse colon 
are insufficient. 





INTERNATIONAL ABSTRACT OF SURGERY 








In the fourth chapter the splenic flexure, and its 
ligaments are described, and in the fifth chapter the 
kinkings and reduplications of the transverse colon 
are discussed. The anatomical findings are of great 
importance with regard to the pathology and sur- 
gery of the intestine. This relationship the author 
discusses in the sixth chapter. 

Intestinal twisting in the region of the hepatic or 
splenic flexure is dependent upon the following con- 
ditions: (1) short ligaments, which fix the intestinal 
loop high; (2) strands and inflammatory or embry- 
onic adhesions which draw the distal and proximal 
ends of the loops together; and (3) duplications in 
the transverse colon. 

The operations which have been proposed for the 
cure of intestinal kinking may be divided into the 
three following groups: 

1. (a) Mobilization of the flexure, i.e., division of 
the phrenico-colic ligament; (b) division of the 
strands and adhesions causing the kinking; (c) 
mobilization of the colonic loop, indicated by a low 
position of the transverse colon; (d) fixation of the 
transverse colon. 

2. (a) Anastomosis between the colon and ileum; 
(b) resection of the flexure; (c) resection of the 
kinked portion of the transverse colon, (3) the 
formation of an artificial anus. 

Division of the phrenico-colic ligament may be 
employed also to facilitate approach to the adrenal 
glands. This procedure, proposed by Kuprijanoif, 
is called by Oppel the key to operation on the adre- 
nal glands. The left phrenico-colic ligamest is 
divided, the stump is pressed forwar | between the 
two flaps, and the parietal peritoneum is pushed to 
one side to expose the upper pole of the kidney. The 
left adrenal gland lies above or somewhat mesi.l to 
the kidney. In the same way the tail of the pancreas 
can be reached. 

On the basis of his research Kuprijanoff comes to 
the conclusion that a complete circular occlusion is 
by no means always an essential condition for the 
development of ileus as the latter can be caused by 
kinking alone. Colopexy is indicated in the region 
of the hepatic flexure at the level of the tenth rib 
(along the axillary line) and in the region of the 
splenic flexure at the level of the eleventh rib. The 
middle portion of the transverse colon must usually 
be fixed at the level of the umbilicus, but in persons 
in whom the lower thoracic aperture is narrow the 
fixation should be done one rib lower. 

Protocols of the experiments are included in the 
monograph. In the bibliography one hundred au- 
thors are cited. WALCKER (Z). 


LEGAL MEDICINE 


Sale of Przctice—Issuance of Prescriptions. 
Clabaugh vs. Heibner et al. (Mo.),236S.W.R., p. 399. 


The plaintiff a physician, sold his office fixtures, 
carriage, practice of medicine, and good will in a 
stated community to another physician, who will be 
called the defendant, agreed that he would not 



























directly or indirectly enter into or engage in the 
practice of medicine in the city where he had been 
located or the country immediately adjacent thereto, 
as long as the defendant was engaged in the practice 
of medicine in the city in question and took as part 
payment a note on which this suit was brought. In 
a counterclaim, the defendant set up that the plain- 
tiff had violated the agreement. On this account he 
asked damages less the amount due on the note. The 
plaintiff admitted that after the maturity of the 
note he had practiced in his old location, and he 
wrote to the defendant: ‘‘The practice I have done 
is practice that refused to employ you.” 

It is well settled that contracts of this nature are 
valid. The good will of a business is a species of 
property, a thing of value which may be bought and 
sold and which the law will protect, awarding dam- 
ages for injuries thereto. The trial court, however, 
confined the defendant to evidence of the plaintiff’s 
practice prior to the maturity of the note and would 
not allow evidence to be offered as to practice after 
that date, on the theory that the failure to pay the 
note when due was a breach of contract on the 
defendant’s part which authorized the plaintiff to 
disregard the provision obligating him to refrain 
from practice in that community. That was error. 
There was no provision in the contract that a failure 
to pay the note when due would render the terms of 
the contract void or have any effect thereon. The 
non-payment of the note when due was merely a 
default in the payment of that obligation, not a 
breach of the other contract. Moreover, the failure 
of the defendant to pay the note may have been 
due to the plaintiff’s prior violation of the contract. 

In addition to evidence of professional visits and 
practice carried on by the plaintiff in or around the 
city where he was first located the defendant intro- 
duced 120 prescriptions issued by the plaintiff to 
patients residing in the city in question and within 
eight miles thereof. These prescriptions were filled 
at a drug store in this city. The issuance of pre- 
scriptions for remedies which a physician deems 
appropriate for certain ailments or diseases is prac- 
ticing medicine. But the question here was, Where 
was the practice in issuing such prescriptions carried 
on? It would seem that if patients went to the 
plaintifi’s office in the other city and consulted him 
and were there examined, treated, or given prescrip- 
tions, such acts on the part of the plaintiff would 
constitute the practicing of medicine in the other 
city, even though the patients in question may have 
resided in or around the city of the physician’s first 
location and took such prescriptions to the latter 
place to have them filled. But if the prescriptions 
were issued under such circumstances that either 
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the giving of the prescriptions or the consultations 
with or examination of the patients to whom they 
were given could be said to have been consummated 
in or around the city of first location, then such 
practice was not in the other city, but within the 
territory of the contract. J. A. CASTAGNINO. 


Indictable Prescribing of Narcotics. United States 
vs. Behrman (U.S.), 42 Sup. Ct. R., p. 303. 


According to the supreme court of the United 
States the Harrison Narcotic Law contains an ex- 
ception to the effect that it shall not apply to the 
dispensing or distribution of such drugs to a patient 
by a registered physician in the course of his pro- 
fessional practice only, nor to the sale, dispensing, 
or distribution of the drugs by a dealer to a consumer 
under a written prescription by a registered physi- 
cian. The rule applicable to such statutes is that it 
is enough to charge facts sufficient to show that the 
accused is not within the exception. 

The district judge who heard this case was of the 
opinion that prescriptions in the regular course of 
practice did not include the indiscriminate doling 
out of narcotics to addicts in such quantity as 
charged in the indictment, but, out of deference to 
what he deemed to be the view of a local district 
judge in another case, announced his willingness to 
follow such opinion until the question could be 
passed on by this court, and sustained the demurrer. 
In this court’s opinion, the district judge who heard 
the case was right in his conclusion and should have 
overruled the demurrer. 

Former decisions of this court have held that the 
purpose of the exception is to confine the distribution 
of these drugs to the regular and lawful course of 
professional practice, and that not everything called 
a prescription is necessarily such. It may be ad- 
mitted that to prescribe a single dose, or even a 
number of doses, may not bring a physician within 
the penalties of the act, but in this case it was 
charged that the defendant physician, by means 
of prescriptions, had enabled one known by him 
to be an addict to obtain from a pharmacist the 
enormous number of doses contained in 150 gr. of 
heroin, 360 gr. of morphin, and 210 gr. of cocaine. 
Undoubtedly, doses may be varied to suit different 
cases, as determined by the judgment of a physician, 
but the quantities named in the indictment were 
charged to have been intrusted to a person known by 
the physician to be an addict, without restraint on 
him in its administration or disposition by anything 
more than his own weakened and perverted will. 
Such so-called prescriptions could result only in 
violation of the act as heretofore interpreted in this 
court. J. A. CASTAGNINO. 
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UTERUS 


Geist, S. H.: Uterine Hemorrhage of Endocrin- 
opathic Origin. Surg., Gynec. & Obst., 1922, xxxiv, 
799. 

Uterine hemorrhages have been classified into 
two large groups: (1) those due to systemic condi- 
tions such as diseases of the heart, liver, and kidneys, 
anemia, purpura, and acute infectious diseases, and 
(2) those due to local conditions such as inflamma- 
tory lesions of the pelvic organs, malpositions and 
displacements, foreign bodies, and tumors, and 
a condition in which there is no demonstrable gross 
lesion. 

In cases of tumor bleeding may result from a local 
erosive condition of the growth as in carcinoma of 
the cervix or body of the uterus or submucous 
growths in which blood vessels are opened by 
pressure, degeneration, or necrosis. On the other 
hand, bleeding of an intractable nature occurs in 
cases of another type of tumor without invasion of 
the uterine cavity or ulceration of its walls. In- 
cluded in this group are the fibromyomata and 
ovarian and tubal tumors. 

Of 250 women with fibroids, 192 gave a history of 
menorrhagia or metrorrhagia irrespective of the 
size and situation of the tumor while fifty-eight 
had no menstrual irregularities despite the fact 
that in many cases the growths were grossly identical 
in size and location. It seems evident therefore that 
purely mechanical factors are not responsible. In 
168 of the 192 cases studied histologically the 
mucosa was markedly hypertrophied. This was the 
only constant finding. The author believes that the 
cause of the bleeding is not the size or shape of the 
growth or mechanical embarrassment to the pelvic 
circulation but a disturbance of endocrine balance. 
Since raying of the ovaries causes disappearance of 
the mucosal hypertrophy and cessation of the 
hemorrhage it might be concluded that ovarian 
activity is necessary for the two processes and that 
hemorrhage due to fibroids may be dependent on 
an endocrine disturbance. The same conclusions 
might apply also to hemorrhage associated with 
tumors of the ovary. H. W. Fink, M.D. 


Hundley, J. M., and Hundley, J. M., Jr.: Surgical 
Treatment of Uterine Prolapse. Ann. Surg., 
1922, lxxvi, 106. 

In the treatment of the severe types of uterine 
prolapse with eversion of the vaginal walls the 
authors have found that in their hands the Watkin 
interposition operation is the best. They suture the 
posterior surface of the fundus to the tissues near 
the pubic arch and the bases of the broad ligaments 
together in front of the cervix. A perineorrhaphy is 
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done, the utero-sacral ligaments are shortened, and 
the cul-de-sac of Douglas is obliterated to the corpus 
by quilting sutures. Women still menstruating are 
sterilized. There was one failure and one partial 
failure in thirty cases. R. E. Curistre, M.D. 


Geist, S. H.: Uterine Polyps—Histology, Symp- 
tomatology, and a Suggestion as to the Etiolo- 
gy. Am. J. Obst. & Gynec., 1922, iv, 30. 


The term “uterine polyp” is applied to a variety 
of lesions. Uterine polyps may be localized mucosal 
hypertrophies of polypoid structure or definite 
tumor masses attached to the uterine or cervical 
wall by long thin or shert thick pedicles and covered 
by mucous membrane. They may project into the 
cavity of the fundus or cervix, protrude from the 
external os into the vagina, or present in or pro- 
ject through the vulvar orifice. 

They may be classified as adenomatous, fibroma- 
tous, fibromyomatous, and angiomatous tumors. 
These types show many histologic variations. The 
adenomatous polyps may be sessile or peduncu- 
lated. 

In the cervix, the adenomatous type is rather 
common. In fact, the cervical mucosa shows a 
marked tendency to form polyps especially in the 
presence of an inflammatory process. Such polyps 
are almost always pedunculated. 

The fibromatous or fibromyomatous polyps are real- 
ly intramural fibromata or fibromyomata which are 
gradually extruded into the cavity of the uterus or 
cervix. 

The epithelium covering the polyps and lining 
the glands shows variations in type. In the fundal 
type the cells are often high, with a granular 
cytoplasm and a small oval, or round, basally 
placed nucleus taking a pale stain; occasionally 
ciliated cells are found on the surface epithelium. 
In the glands there may be a heaping of cells of the 
same general character as the rest of the polyp and 
without any suggestion of malignancy. There may 
be also areas of atypical cells consisting of two or 
three irregular rows. These cells may be of a tran- 
sitional type, a few that are high cylindrical being 
on the surface and a more cuboidal type being found 
deeper. The cell variations are not malignant but 
may be a point of origin for a malignant change. 

The stroma of the polyp, like the epithelial 
elements, resembles the tissue of origin. There are 
both lymph and blood vessels in the stroma, but 
the latter are more numerous. 

The question of the etiology of the polyps is an 
important one. It is true that in some instances 
inflammatory lesions may give rise to polypoid 
outgrowths of the mucosa, as for example sinus 
disease causing the development of a nasal polyp. 





























In cervical infection of long duration there is 
occasionally a hypertrophy taking on the mag- 
nitude of the typical, so-called mucosal polyp. 
These inflammatory hypertrophies are circum- 
scribed small masses varying in size from that of a 
pea to that of a bean. In the small hypertro- 
phies associated with a chronic endocervicitis 
cedema and marked inflammatory infiltration are 
present. While areas of inflammatory cells are found 
in the real polyps they by no means dominate the 
picture. Polyps are very common in the uterus 
while true chronic endometritis is a rather rare 
condition. From these facts it seems rational to 
conclude that inflammation plays only a minor 
role in the causation ‘of the common mucosal 
polyps. 

There are several factors which indicate that 
polyps, especially those in the fundus, are merely 
local exuberant growths of the mucosa, and that the 
etiological factor is to be found, not in the uterus, 
but in some other organ, or is a disturbance of a 
normal physiological function. 

It appears that, instead of true tumors, the so- 
called adenomatous polyps of the fundus are the 
products of stimulation (endocrine). 

Removal of the ovaries by operation or their 
destruction by the X-ray or radium will cause these 
mucosal hypertrophies to atrophy and disappear, 
and will cure the associated bleeding. Therefore 
the ovary is a factor of importance in the etiology 
of the hemorrhage and probably of the hyper- 
trophy. While no histologic lesion in the ovary 
can be demonstrated at the present time, the dis- 
turbance is probably one of the normal physiology. 
On the other hand, abnormal function of the ovary 
in itself may not be, and probably is not, the entire 
cause. Through disturbance of their physiological 
function the other glands of the known endocrine 
chain, and even the mucosa of the uterus, may act 
as important factors in the production of the path- 
ologic lesion in the mucosa and the abnormal 
bleeding. E. L. Cornett, M.D. 


Phaneuf, L. E.: Two Cases of Early Carcinoma of 
the Uterus Treated by Vaginal Panhysterec- 
tomy. Boston M. & S. J., 1922, clxxxvii, 115. 


As a reminder that the vaginal route may offer 
the solution of certain problems in gynecological sur- 
gery when abdominal section is contra-indicated, 
two cases in which vaginal panhysterectomy was 
performed are reported. The first was that of a 
woman 42 years of age who complained of excessive 
flowing which began fourteen years previously fol- 
lowing eclampsia and a difficult forceps delivery of a 
dead foetus. The physical examination was negative 
except for marked secondary anamia and emacia- 
tion. Vaginal examination revealed a moderately 
enlarged uterus in good position. The adnexa were 
normal and there were no masses or tender areas. 
Uterine curettages under ether anesthesia disclosed 
marked hypertrophy of the endometrium with a sug- 
gestion of change to a malignant adenoma. The 
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than to await developments. The operation was 
performed by the vaginal route because of a mild 
myocarditis and poor general condition. Anesthesia 
was induced with gas and ether. The uterus was 
found devoid of mucosa and free from invasion, and 
the patient made an uneventful recovery. 

The second vaginal panhysterectomy was per- 
formed on a 54-year-old woman who had a third- 
degree prolapse of the uterus and a large ulcerating 
cervix. In this case also anesthesia was induced with 
gas and ether and the vaginal route was chosen 
because of the patient’s poor general condition. 
Pathologic examination showed the lesion to be an 
epidermoid carcinoma of the cervix. 

H. W. Fink, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Engelmann, F.: An Analogue in the Female to 
Varicocele in the Male (Ueber ein Analogon zu 
der maennlichen Varicocele bei der Frau). Beitr. z. 
klin. Chir., 1922, cxxvi, 218. 


The author states that if the venous plexuses in 
the broad ligaments are examined they will fre- 
quently be found more or less markedly distended. 
In addition to the signs of inflammation there were 
found in a large number of cases markedly developed 
varicocele formations. Most of the women ex- 
amined were multipare in the third and fourth 
decades of life. Prolapsus and retroposition of the 
uterus are frequently associated conditions. Com- 
plaint is made of a dull and a bearing down feeling. 
These are noted during standing or walking, become 
less marked when the dorsal position is assumed, and 
usually become worse during defecation and sexual 
intercourse. 

In uncomplicated cases examination discloses 
nothing more than a soft or indefinite resistance. In 
four cases which were operated on for chronic in- 
flammation of the adnexa, only varicose formations 
were found. In seven other cases the tube and ovary 
on one side were normal; therefore the varicose 
formations were probably the cause of the symp- 
toms. Both ovaries, or the ovary on the diseased 
side, are frequently found to have undergone cystic 
degeneration. 

The treatment is at first conservative. If this 
fails, surgery is indicated. As in varicocele in the 
male, ligation of the vein may be tried. Unilateral or 
bilateral ablation of diseased adnexa is preferable in 
any case. The author proposes the term tubo- 
ovarian or pelvic varicocele of the broad ligament. 
In uncomplicated cases suspension and ventrofixa- 
tion are sometimes sufficient. | KULENKAmprr (Z). 


Meigs, J. V.: Endometrial Hamatomata of the 
Ovary. Boston M. & S. J., 1922, clxxxvii, 1. 

The author refers to a recent paper on perfo- 
rating hemorrhagic cysts of the ovary by Sampson 
as the foremost contribution to gynecology and 
gynecological pathology of recent years. 


patient preferred to submit to a hysterectomy rather 
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Sampson believes that adeno-leiomyomata of the 
fallopian tube, the round ligament, the posterior 
wall of the uterus, the posterior surface of the 
broad ligament, the sigmoid, and the small intestine 
and appendix are in some instances due to implants 
from these cysts. 

Meigs, wishing to confirm the existence of these 
interesting hematomata, searched the records of the 
Free Hospital for Women, Brookline, Mass., and 
those of Graves of Boston. 

The cysts measured from 1 to 12 cm. in diameter 
but usually were not larger than 4 cm. Their loca- 
tion was the lateral surface or the free border of the 
ovary, none being situated on the median wall. 
Perforation and adhesions about the ovary were 
found in all cases but one, in which there were ad- 
hesions only. The content of the cysts, a dark 
chocolate colored or tarry fluid, was typical in 
every case. In most cases the endometrial-like 
tissue could be recognized easily, though in some it 
was necessary to make the diagnosis on the appear- 
ance of the cyst wall which is characteristic in certain 
areas of nearly all endometrial hematomata. There 
is a layer of cuboidal, columnar, or cylindrical 
epithelium resting upon a tissue composed of blood 
vessels and loose connective tissue, with extra- 
vasated new and old blood in abundance. 

There are various theories regarding the etiology 
of these cysts, among others: 

1. That the cysts may be endometrial from their 
beginning. 

2. That certain parts of the germinal layer of 
epithelium of the ovary are able to undergo a 
metaplasia and take on the function of endometrium. 

3. That “cell inclusions” in the ovary may be of 
endometrial origin. 

4. That, as Sampson suggested, they are due to 
the implantation of endometrium reaching the ovary 
by way of the fallopian tube. 

5. That, as Janney suggested, the endometrial- 
like tissue is present in the embryonic stage. 

6. That,as Russell suggested, the germinal epithe- 
lium of the uterus, tubes, and ovaries is derived 
embryologically from the same place and therefore 
may develop in any one of these organs. 

The reason these cysts do not cause more frequent 
serious damage is that they develop slowly. Usually 
they do not appear until the subject is over 30 years 
of age. The cyst contents increase at every mens- 
trual period; therefore if the endometrial-like tissue 
and cyst contents did not develop slowly they 
would soon be very large. As the endometrium of 
the uterus is governed by the ovarian secretion, the 
endometrial-like tissue of the cysts is governed by it. 

The cysts are more common in nulliparous than 
in parous women because they are governed by the 
same laws that govern the ovary and uterus. The 
women who bear children usually marry before the 
age of 30, the age at which these cysts are usually 
found. If a cyst has perforated and has become 
adherent, the probability of pregnancy is slight. 
The cysts are more common in women who have 
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borne few children than in those who have borne 
many. 

The author gives the statistics, operative pro- 
cedures, and pathologic reports of sixteen cases of 
endometrial hematoma of the ovary. 

C. H. Davis, M.D. 


Schickelé, G.: Primary Muciparous Glandular 
Cancer of the Ovary (Le cancer glandulaire 
mucipare primitif de l’ovaire). Gynéc. et obs., 1922, 
v, 446. 


A woman of 45 years, a X-para, came to the hos- 
pital in the sixth month of pregnancy. A diagnosis 
of hydramnion was made, the abdomen being about 
100 cm. in circumference, and the pregnancy was 
interrupted. The foetus, which weighed 1,025 gm., 
died a few hours later. After the delivery the 
abdominal circumference remained 95 cm. and a 
voluminous pasty tumor could be palpated. Ulti- 
mately this was diagnosed from its symptoms as a 
malignant tumor of the ovary or ovaries. On 
laparotomy a pedunculated growth was found, the 
pedicle of which was formed by the left broad liga- 
ment and the left ovarian ligament and tube. On 
removal a second similarly pedunculated tumor was 
found. This also was removed. Nodules were pres- 
ent in the left parametrium, but the woman’s con 
dition did not permit a more radical operation. 
Later a second operation was performed for the re- 
moval of the metastatic nodules but was followed 
by death in a few weeks. Autopsy was not per- 
mitted. The tumor removed from the right side 
weighed 3,010 gm., and that removed from the 
left, 3,630 gm. 

In the author’s opinion these growths were pri 
mary intheovaries. It appears to him very probable, 
however, that their point of origin was not in the fol 
licular elements of the ovary. The theory current for 
twenty years that pseudo-mucinous cysts and cer- 
tain ovarian cancers originate in the graafian follicles 
has no foundation in fact. No evolution or prolifera- 
tion of the follicle other than toward maturation has 
ever been observed, and this theory has never been 
substantiated by an authentic case. There is no 
proliferation other than that of the granulous or 
internal theca, and both of these preserve the unity 
and integrity of the follicle. The epithelial cells 
always remain round, oval, or polygonal, never 
becoming cylindrical and never producing mucous. 
The author does not know of any formation pro- 
ceeding from the germinative epithelium which pro- 
liferates in a glandular non-cystic mass and produces 
mucus. 

The neoplasms in the case reported did not 
resemble any known type. All those studied have a 
definite serous character, the proliferating epithelium 
being often papillary, infiltrating the connective 
tissue, and giving a solid aspect to certain zones. 
In the tumors here reported malignancy was shown 
by the rapid invasion of the surrounding tissues 
without change in the character of the cells. Th: 
glands and cells remained the same whether the) 




















belonged to the tumor itself or to a metastasis. 
Cancer grafted on a pseudo-mucinous neoplasm 
assumes a character foreign to the gland and the 
cylindrical cells and the tissue invasion in no way 
resembles the primary elements. 

The tumors reported the author believes represent 
a new kind of muciparous glandular neoplasm due 
to a minute portion of the entoderm remaining in 
the ovary which suddenly developed after the 
beginning of pregnancy. W. A. BRENNAN. 


Brodhead, G. L., and Kassebohm, F. A.: Hydati- 
form Mole; with a Report of Ten Cases. Am. 
J. Obst. & Gynec., 1922, iv, 45. 

Hydatid degeneration may occur at any age and 
at any period of pregnancy, but is more frequent 
in the early months. On account of the toxic 
symptoms frequently shown the condition is easily 
mistaken for the toxemia of pregnancy until bleed- 
ing occurs and the appearance of vesicles clears up 
the diagnosis. The uterus may be enlarged out of 
proportion to the period of gestation but as shown 
in the series of cases reported this is not the rule 
(only four showed such enlargement, while in the 
three the uterus was smaller). Women who have 
had hydatid mole should be kept under close 
observation for a period of years on account of the 
possibility of the development of chorio-epithelioma. 

Epwarp L. Cornett, M.D. 


MISCELLANEOUS 


Beuttner, O.: Spontaneous Pelvic Peritonization 
in the Female, Based on 251 Laparotomies and 
Twelve Autopsies (Estudios sobre la peritonizaci6n 
espontanea en la pelvis de la mujer, basados en 251 
laparotomias y 12 autopsias). Rev. argent. de obst. 
y ginec., 1922, Vi, 99. 

Beuttner has made a special study of spontaneous 
peritonization of pelvic lesions in the female and in 
1916 published an article on the subject. In the fol- 
lowing year his assistant, Chatillon, reported the 
findings in 100 laparotomies and twelve autopsies. 
In 1920 Yoel of the same clinic published the findings 
in 110 laparotomies. 
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This report reviews all of these findings, a total of 
251 laparotomies and twelve autopsies. The follow- 
ing structures are considered: rectum, sigmoid loop, 
cecum, small intestine, large omentum, vesical 
peritoneum, and uterine peritoneum. 

The following table shows the number of organs 
involved by spontaneous pelvic peritonization in the 
cases studied by Chatillon and Yoel: 











Number of Chatillon’s Yoel’s 
organs cases cases 

I 21 34 

2 30 29 

3 26 25 

4 II 12 

5 7 5 

6 5 4 

6+ I 











The number of times structures covered with 
serosa were involved was as follows: 














Chatillon’s cases Yoel’s cases 

Small intestine. ..... 51 Douglas serosa...... 49 
Sigmoid loop. . . . 49 Sigmoid loop........ 48 
Large omentum...... 41 Small intestine...... 27 
Bladder. ... . 26 Large omentum..... 26 
Parietal pelvic serosa. 25 Broad ligament... . . 21 
a Parietal pelvic serosa. 19 
Uterus... .. 15 OR Pere 17 
Douglas serosa... . 14 Tubes... .. 
Cecum...... . Uterus. Gath . 
Broad ligament. . Bladder. . . . - 
Cystic formations, Cecum..... 10 

membranous ad- Appendix. . ac 

hesions, appendix, Membranous — adhe- 

oe sierra 21 * PE er 2 








Eight cases of spontaneous peritonization studied 
by Beuttner are reported in detail and illustrated. 
W. A. BRENNAN. 
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LABOR AND ITS COMPLICATIONS 


King, E. L.: The End-Results of Abdominal 
Cesarean Section. J. Am. M. Ass., 1922, Ixxix, 
112. 


Because of the gradual extension of the indications 
for abdominal cesarean section and the growing 
popularity of this method of operative delivery the 
author urges an occasional review of cases so treated 
and an inquiry into the ultimate results. Under 
ideal conditions the mortality and morbidity per- 
centages should be very low, but ideal conditions 
are not encountered in every case. Thus, in 117 
abdominal caesarean sections at the Charity 
Hospital of New Orleans (excluding the Porro 
cases), there were twelve deaths from peritonitis 
and two from sepsis; all of these patients had had 
vaginal examinations or attempts at delivery before 
the operation. The majority of the seventy-six 
patients who recovered had fever, the puerperium 
being absolutely afebrile in only seventeen. 

In a table the author shows that in sixteen of the 
forty-one fatal cases the death was attributed to 
operative causes, while in twenty-five cases some 
disease was regarded as responsible. Another table 
shows that eclampsia was the indication for section 
in sixty-one cases and that twenty of these patients 
died. In two cases the cause of death was exhaus- 
tion; in two, decompensated heart; and in one, pla- 
centa previa and hemorrhage. 

In an effort to throw light on the end-results of 
the operation King has reviewed the records of the 
117 cases operated on at the Charity Hospital by 
twenty-five surgeons and the records of thirty-three 
private cases treated by five surgeons. The mortal- 
ity, morbidity, causes of death, results as regards 
the foetus, end-results in those cases followed up, 
etc., are shown in a series of ten tables. 

The article contains a brief review of the six cases 
of ruptured cicatrix included in the author’s report. 
In one case of particular interest rupture of the 
scar was caused by the administration of 1 c.cm. of 
pituitary extract given. Conservative suture of the 
uterus was followed by a stormy septic convales- 
cence. Eighteen months later the patient was de- 
livered of another child by cesarean section. 

From this study King concludes that we should 
restrict rather than broaden the indications for 
cesarean section. He believes that in obstetrical 
teaching more stress should be laid on the im- 
portance of prenatal care, including especially 
careful pelvimetry and the early detection and 
proper treatment of toxemia. Craniotomy or em- 
bryotomy on the dead baby can be resorted to more 
frequently; pubiotomy may be employed occasional- 
ly, and the Porro operation can be advantageously 
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extended to infected cases. If the claims made for 
low cervical operation are substantiated, especially 
that it is followed less frequently by rupture of the 
scar, it bids fair to become the operation of choice in 
the majority of infected cases. C. H. Davis, M.D. 


De Lee, J. B., and Cornell, E. L.: Low Cervical 
Cesarean Section (Laparotrachelotomy): Re- 
sults in 145 Cases. J. Am. M. Ass., 1922, lxxix, 
109. 

The authors point out that the majority of cwsar- 
ean sections are performed by general surgeons who 
have little knowledge of the mechanism of labor, 
obstetrical indications, or the safe time for the opera- 
tion; therefore the mortality is very high. In 1921 
in Chicago twenty-one women died following cesar- 
ean section. 

At the Chicago Lying-in Hospital in the last eight 
years 122 classical sections were performed with six 
maternal deaths. During the last few years the 
authors have performed 145 low cervical cesarean 
sections with only one maternal death. The tech- 
nique of the operation is described in detail. 

The authors claim the following advantages for 
the low cervical cesarean section or laparotrache- 
lotomy, as they choose to call it: 

1. The cervix stands infection better than the 
fundus because it is used to it and has developed a 
local immunity. 

2. The lower portion of the abdomen is more 
resistant to infection: hence, the value of the Fowler 
position. 

3. The cervical wound is at rest and unaffected 
by after pains; therefore healing is favored. 

4. The healing of the cervix is better than that of 
the fundus because active involution and the fatty 
degeneration of the uterine wall defeat the healing 
power of the tissues (Munro Kerr). 

5. There is relatively little danger of leakage of 
the lochia. 

6. The incidence of adhesions is reduced almost 
to zero when the cut is made in the cervix. 

7. The possibility of rupture of the scar in subse- 
quent pregnancy and labor is reduced to a minimum. 
There are only two cases on record of rupture in a 
later labor and the authors observed a third in which 
the scar probably would have torn if labor had set in. 

8. This operation makes it possible to give the 
parturient a real, objective test of labor without 
materially increasing the risk from operation. In 
German clinics the low cervical operation is per- 
formed even when the parturient has fever. 

9. Abdominal hernia has not yet occurred in any 
of the authors’ cases, even those in which there was 
suppuration. Hernia is not rare after the classical 
operation. C. H. Davis, M.D. 


























Nubiola, P.: The Present Status of Subcutaneous 
Pubiotomy (Pubiotomfa subcuténea; el momento 
actual). Arch. de ginec., obst., y pediat., 1922, 
XXXV, I2I. 

Although pubiotomy has been practiced in Spain 
for twenty-five years, Nubiola believes it has been 
neglected because of greater interest in the newer 
techniques of transperitoneal and extraperitoneal 
cesarean section and the influence of German 
surgery. In DeLee’s last textbook the statement is 
made that it has lost favor on account of its maternal 
and foetal mortality and high morbidity. Doeder- 
lein, publishing the statistics of seven German 
clinics in 1919, gave the mortality at 8 per cent, 
but Williams’ book on obstetrics published the same 
year gave it as 2 per cent. 

In Spain, despite the fact that many of the cases 
operated upon were desperate cases, the results 
have been most excellent, while casarean section 
has had a mortality of at least 10 per cent. In 
Leopold’s clinic the mortality of cesarean section is 
given as 3 to 6 per cent. 

In Nubiola’s cases of pubiotomy there have been 
no maternal or foetal deaths. The technique he 
employs is that first introduced by Bonardi, in 
which the Gigli saw is used. W. A. BRENNAN. 


Gorostegui, J.: Subcutaneous Pubiotomy: Its 
Indications and Contra-Indications (La pubi- 
otomfa subcuténea: indicaciones y contraindica- 
ciones). Arch. de ginec., obst., y pediat., 1922, Xxxv, 
103. 

For a successful pubiotomy the following facts 
must be known previously: 

1. The degree of pelvic narrowing and the height 
of the promontory, the thickness of the pubis, and 
the condition of the sacro-iliac articulations. 

2. The volume of the foetus and the dimensions 
of the pelvic diameters. 

3. The proportion between the pelvic and feetal 
dimensions. 

4. The consistency of the foetal head. 

5. The prominence of the anterior parietal fold 
above the upper border of the pubis. 

The indications for pubiotomy are either absolute 
or circumstantial. 

Absolute indications are given by a flat pelvis 
with a conjugate diameter of 7 or even 7% cm. 
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when the foetal volume and cephalic diameters do 
not exceed the average; by a large foetus and a flat 
pelvis, even though the antero-posterior diameter 
of the flat pelvis exceeds 734 cm.; by a very large 
foetus in a normal pelvis; and by kyphotic pelvis 
with a bi-ischiatic diameter of 6 or 7 cm. 

The circumstantial indications are given by 
tumors or any other condition obstructing the 
normal passage of the foetus, and by prolonged 
labor with threatened infection. 

The mortality from pubiotomy in expert hands is 
very low. Fieux, Rongy, Menge, Williams, and 
others have reported series of cases in which not 
a single death occurred. 

Pubiotomy is contra-indicated when the conju- 
gate diameter is less than 7 cm.; when the fcetus 
is dead; when the two sacro-iliac articulations are 
ankylosed; when, with a conjugate diameter greater 
than 734 cm., the disproportion due to a gigantic 
foetus is greatly accentuated; when there is a 
uterine, para-uterine, or pelvic tumor permitting 
uterine dilatation only at the expense of too great 
distention of the lower segment or obstructing the 
pelvis; in cases of placenta previa; and when there 
are marked changes in the soft tissues (scars, vulvo- 
vaginal stricturing bands, etc.). All such cases 
should be treated according to the indications by 
cesarean section, craniotomy, or embryotomy. 

W. A. BRENNAN. 


NEW-BORN 


Capon, N. B.: General (dema of the Feetus. 
J. Obst. & Gynac. Brit. Emp., 1922, xxix, 239. 


The etiology of this rather rare condition is un- 
known. In the cases studied there were no constant 
findings in the histories of the parents and the only 
constant condition in the mother was some type of 
intoxication or illness. The evidence points toward 
an as yet unknown toxic element originating in the 
foetus primarily or transmitted to it from the mother 
through the placenta. 

Histologic study demonstrates a more or less con- 
stant hyperactivity of the hematopoietic organs in 
the foetus. General anasarca, free fluid in body 
cavities, and oedema and villous hyperplasia of the 
placenta are other characteristics. The protocols of 
eight cases are given. R. E. Curistiz, M.D. 


























NOSE 


Brueckner, A., and Weingaertner, M.: Rhino- 
Ophthalmological Experiences with Gunshot 
Injuries of the Facial Portion of the Skull 
(Rhinoophthalmologische Erfahrungen bei Schuss- 


verletzungen des Gesichtsschaedels). Zéschr. f. 
Laryngol., Rhinol., 1921, x, 435, 519 and 1922, 
xi, 8. 


Three hundred cases were examined by the 
authors. The frontal sinus was injured in 142, 
indirectly in twenty-four, and directly in 112. Of 
the 112 direct injuries sixteen involved the frontal 
sinus alone. The fact that among twenty-one cases 
of wounds of the frontal sinus an injury of the dura 
and the brain respectively could be demonstrated 
definitely in eleven cases shows that gunshot 
wounds of the forehead are attended by great 
danger. 

Ethmoid bone injuries were demonstrable in 
ninety of the 300 cases. Special attention was paid 
to injuries of the lamina cribrosa as these are par- 
ticularly dangerous. Among the 142 cases of frontal 
sinus injuries and the thirty-three cases of ethmoid 
bone wounds without involvement of the frontal 
sinuses, sixteen cases of injury of the lamina crib- 
rosa were found. 

There were 102 injuries of the antrum of High- 
more. The prognosis as to life in such cases is more 
favorable than that of gunshot injuries of the upper 
accessory sinuses. 

Nasal injuries with and without involvement of 
the accessory sinuses were seen in ninety cases. 
In twenty-four cases the olfactory fissure or the 
lamina cribrosa was injured. 

The injuries of the orbits are classified as to 
whether there was injury of the bony wall or the or- 
bital contents and as to the character of the projectile. 

With regard to retained projectiles the authors 
draw the following conclusions: 

1. Retained projectiles should be removed at the 
earliest possible moment, as otherwise a meningitis 
may develop after a long latent period. 

2. When associated injury of the base of the skull 
is suspected, an exploratory should be done. 

In conclusion, the conditions resulting from injury 
of the accessory sinuses are considered with regard 
to the cranial contents, exposure of the dura, brain 
prolapse, meningitis, and brain abscess. An im- 
portant finding was that meningitis was always of 
nasal origin and among the ten brain abscesses 
there were some with an extraordinarily long period 
of latency (fifteen to sixteen months). 

A short discussion of the symptoms of brain 
abscess and the value of the roentgenogram is 
given. The authors used roentgenstereoscopy in 


e 
most, cases. 
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In the treatment of gunshot injuries of the skull, 
the nose, accessory sinuses, and conjunctival sac 
must be considered as sources of infection. In cases 
of gunshot injury of one eye the possibility of sym- 
pathetic involvement of the other eye must be 
borne in mind. In cases of extensive injuries of 
the accessory sinuses, a thorough wound revision 
should be undertaken early. Packing of the nose 
should be restricted as much as possible because of 
the danger of infection. When there is associated 
injury of the cranial contents, the exposure should 
be adequate and the wound relationships should be 
simplified. In early cases of injury of the lamina 
cribrosa operative interference is indicated, but in 
the older cases the lamina should be spared as much 
as possible. Brain abscesses must be widely opened. 

FRIEDBERG (Z). 


Gibby, H. J.: Acute Ethmoiditis with Orbital 
Abscess, with Case Report. Boston M. & S. J/.. 
1922, clxxxvii, 19. 

Acute empyema of the ethmoid labyrinth alone is 
a rare condition. In the case reported there were 
three points of interest: (1) the obscure etiology of 
the condition, (2) its short duration, and (3) the 
slight disintegration of bone as compared with the 
severity of the symptoms. 

The route of extension from the involved ethmoid 
labyrinth is either direct through a necrotic area of 
bone or by metastasis through the ethmoid veins. A 
chronic sinuitis is the basis upon which an acute 
process develops, but in the author’s case there was 
no chronic disease and no history of any acute sys 
temic infection. 

The patient went to bed with a mild coryza and 
awoke in the morning with all of the classical symp 
toms of abscess of the orbit. There was very slight 
disintegration of bone and no caries of the frontal 
bone. The operation decided upon was the external 
operation. A curved incision was made through 
the eyebrow and continued down the nose, interna! 
to the lacrymal sac. The anterior ethmoids were 
entered with a gouge. The cells were filled with pus 
but were not necrotic. When a part of the orbital 
plate was removed no abscess was found. 

The wound healed in six weeks and there has been 
no recurrence of symptoms except a mild coryza 
year and three months after the operation. 

FRANK J. Novak, Jr., M.D. 


Studer, W.: Fibromata of the Nasopharynx (Uebe: 
die Nasenrachenfibrome). Schweiz. med. Wchnschr 
1922, lii, 541. 

On the basis of twelve personal cases Studer dis- 

cusses the disease picture and the treatment 0! 

fibromata of the nasopharynx. These tumors, which 
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are histologically benign, are clinically malignant. 
Microscopically they consist of highly vascular con- 
nective tissue. They occur only in males, up to 
about the twenty-fifth year. 

Among the author’s twelve cases, the tumor was 
found on the left side in eleven. In size they vary 
from that of a hazelnut to that of a man’s fist or 
even larger. As they extend, they send outgrowths 
into the nose and the accessory nasal sinuses, and 
may even invade the base of the skull. They 
originate in the margins of the posterior nares, the 
inferior wall of the sphenoidal sinuses and the naso- 
pharyngeal roof. In alJ the author’s cases the devel- 
opment of the tumors was intrapharyngeal; extra- 
pharyngeal development is rare. 

The chief symptoms are difficulty in breathing 
through the nose and spontaneous hemorrhages. 
Operative removal can be carried out by way of the 
nose or the mouth, by the maxillary route (Denker), 
or by resection of the ethmoid bone with retention 
of the inferior turbinated bone (Killian). The last 
two procedures allow a good view of the field and 
therefore facilitate control of the hemorrhage. As a 
rule the hemorrhage is severe and in some cases may 
be fatal. In the author’s cases posterior tamponade 
was necessary almost without exception. In spite of 
the fact that the tampon was left in place for only 
twenty-four hours it caused otitis media in four 
cases. A considerable decrease in the hemorrhage 
can be obtained also by prophylactic ligation of the 
external carotid artery. 

In the author’s cases there was one death from air 
embolism, that of a patient with status thymolym- 
phaticus. In every case the condition recurred and 
in some of them there were several recurrences. 

Recently radium treatment of the tumors and 
their recurrences has given very good results. 
Studer therefore believes it should be given a trial 
before operation is advised. With regard to recur- 
rence it should be remembered that after the twenty- 
fifth year, that is, after the skull has ceased to grow, 
fibromata of the nasopharynx sometimes undergo 
spontaneous retrogression. KoEnic (Z). 


THROAT 


Goldthwaite, R. H.: Laryngectomy for Cancer of 
the Larynx with a Modified Technique and 
Attempted Formation of a Skin-Graft Tube 
in Place of the Larynx. Laryngoscope, 1922, xxxii, 
446. 


After removing the larynx, Goldthwaite inserted 
into its place a large rubber tube of double thick- 
ness and about 4 in. long which was coated with 
Thiersch skin grafts. The upper end of this tube 
he attached to the cut ends of the pharyngeal open- 
ing with four catgut stitches, applying the skin 
graft to the edge of the mucous membrane. He 
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then brought the other end of the tube with its graft 
through a counter-opening made in the platysma 
and skin over the clavicle about 2 in. to the right 
of the tracheal opening and fastened it in position by 
transfixing it with a large safety pin. Four days 
later he replaced this tube with a smaller tube which 
was removed and replaced daily. 

One month after the operation the skin graft tube 
was connected to the trachea. The lower portion 
of the tube was rolled laterally toward the median 
line after it was dissected free, and the upper end 
of the trachea was cleared by dissection. The two 
tubes were then drawn together with chromic gut, 
a space being left in front for the tracheotomy tube. 

A rubber tube with a gutter cut half way up in its 
anterior side was then slid up into the skin graft 
tube and down into the trachea, the tracheotomy 
tube introduced into the gutter, and a suture tied 
around them both to hold them firm. 

When the rubber tube is removed the patient 
can send a column of air up through the graft tube 
and talk in a hoarse, hollow tone which is intelligible 
across the room. After removal of the rubber tube 
one month later the skin tube became rapidly smaller 
from the progressive closing in of the scar tissue of 
the neck until finally it was completely obliterated. 

O. M. Rort, M.D. 


MOUTH 


Veau, V., and Ruppe, C.: The Technique of Urano- 
Staphylorrhaphy (Technique de l’urano-staphylor- 
raphie). J. de chir., 1922, xx, 113. 


The classical method of urano-staphylorrhaphy 
(the Baizeau-Langenbeck-Trélat method) does not 
always give satisfactory results. An operation for 
the correction of a palatal cleft should always assure 
complete suture of the cleft without even temporary 
disunion, and should give a useful velum. A useful 
velum is always dependent upon proper suturing, 
but complete suturing does not always give a mobile 
velum. 

The authors believe that the classical operation 
should be supplemented by suturing of the nasal 
mucosa and suture of the musculature with bronze 
wire. Their experience is based on thirty-five cases. 
They describe all of the steps of urano-staphylor- 
rhaphy for both unilateral and bilateral palatal clefts 
in great detail and with illustrations. They discuss 
also the advantages and disadvantages of muscle 
and nasal suturing. Muscle suture is always appli- 
cable, and disunion of the velum is almost impossible. 
The preserved muscles assure the mobility of the 
velum, a condition probably essential for good func- 
tion. Suturing of the nasal mucosa in two planes is 
not always possible, but when it can be done it 
favors rapid cicattization of the velum. 

W. A. BRENNAN. 
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